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ABSTRACT 
 There is an over-representation of HIV incidence, prevalence and mortality rates in the 
Indigenous population of Canada. Further, many do not adhere to HAART partly because of 
unresolved historic trauma (HT). Most research on HIV/AIDS therapy has focused on 
“maladaptive” characteristics of Aboriginal males and less on their adaptive, life-maintaining 
practices. 
 This study explored the impact of HT on treatment among Indigenous males living with 
HIV/AIDS in BC, with a focus on adaptive/life maintaining practices, i.e., how the experience 
of HT positively affects male survivors’ ability to adhere to treatment, and the HT impact on 
treatment outcomes across age groups and residential school survivor status.  
 Using interpretive description incorporating a cultural safety lens as the methodological 
framework, data was collected through one-to-one interviews, a focus group, and a few Life 
Story Board sessions. Thirty-six HT survivors told their lived experience stories, discussed 
how HT affected their adherence to HAART, and explained how they build resilience.  
 Three main themes resulted from data analysis: 1) facilitators of choice or actions 
leading to HAART adherence; 2) factors leading to HAART non-adherence; and 3) 
comparative survivor responses on health, services, stigma and the historic trauma effect. 
Adherence choices and actions are promoted by psychological support, cultural services, 
religion and spirituality, structural services, resilience, strictness and discipline metered on 
indirect survivors through their parents. Negative choice or actions resulted from; personal 
reasons, cultural restrictiveness, lack of structural support and services, spiritual and religion-
related factors, and intergenerational historic trauma effects. Finally, comparative responses of 
survivors’ views noted included the view of health with respect to resilience, availability of 
and access to services on-and off-reserve, stigma and confidentiality, and the effect of historic 
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trauma through generations and across survivor status. The findings demonstrate how complex 
the experience and expression of HT is and that most Indigenous men can be resilient to stay 
on HAART and have better health and wellbeing. 
 Cultural-safety informed recommendations are offered to better address HT, improve 
treatment-adherent behaviour and resilience, foster healing and reduce deaths due to 
HIV/AIDS. This study suggests promising resilience factors that have implications for both 
research and practice. 
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GLOSSARY OF TERMS 
Aboriginal - defined in the Constitution of Canada [section 35(2) of the Constitution Act, 
1982] and includes the Indian, Inuit and Métis peoples (Government of Canada, 2015a), 
regardless of where they live in Canada or whether registered under the Indian Act of Canada.       
AIDS - stands for Acquired Immunodeficiency Syndrome. A person who has AIDS has 
illnesses occurring after HIV infection that sufficiently compromises a person’s immune 
system or cancers that are rare in healthy people. These illnesses are called opportunistic 
infections and happen when HIV has severely damaged the body’s Helper T-cells, which are 
part of the immune system. AIDS is usually diagnosed when you are HIV positive and have 
one or more opportunistic infection(s). 
HAART – stands for Highly Active Antiretroviral Therapy. HAART was introduced in 1995 
as the standard for treatment of HIV infection. It consists of a combination of at least three 
drugs that suppress HIV replication (thus making people less infectious) and reduce the 
likelihood of the virus developing resistance. HAART has resulted in significant improvements 
in HIV-related morbidity and mortality. 
Historical trauma – a cluster of traumatic events that operate as a causal factor in a variety of 
maladaptive social and behavioral patterns. Hidden collective memories of trauma, or a 
collective non-remembering, are passed from generation to generation, just as maladaptive 
social and behavioral patterns are symptoms of many social disorders; or, it is a cumulative 
emotional and psychological wounding across generations resulting from massive tragedies. 
HIV - stands for Human Immunodeficiency Virus. HIV is the virus that causes AIDS. Having 
HIV is also called being "HIV-positive". HIV is a retrovirus that infects humans when it 
encounters tissues such as those that line the vagina, anal area, mouth, eyes, or break in the 
skin. HIV spreads through your body and attacks your immune system, making it hard to fight 
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off illnesses. The immune system can become so fragile that you can get sick from illnesses 
that you would normally fight off quite easily. There is no known cure. HIV leads to AIDS, 
hence the virus and the syndrome are often referred to in conjunction. 
PWID – Persons Who Inject Drugs refers to a user who injects drugs (typically illicit) directly 
into his or her bloodstream using a needle and syringe. 
Indigenous - is used broadly to refer to Indigenous people globally. The Indigenous people of 
Canada are the country’s Aboriginal inhabitants. Where used otherwise, the term “Indigenous” 
may also refer to peoples of the U.S.A. known as Native Americans or American Indians (AI), 
and Alaskan Natives (AN). In Australia, the term refers to both Aboriginal (Indigenous 
inhabitants of mainland Australia) and Torres Strait islanders. 
Legacy of Residential schools – is the ongoing direct and indirect effects/ consequences of 
physical and sexual abuse of the government’s policy of assimilation through Residential 
schools. It includes the effects of survivors, their families, descendants, and communities. 
These effects may include, and are not limited to, drug, alcohol and substance abuse, physical 
and sexual abuse, loss of self-esteem and self-destructive behavior. 
Residential schools – the residential school system in Canada attended by Aboriginal students 
and may include industrial schools, boarding schools, homes for students, hostels, billets, 
residential schools, residential schools with many day students, or a combination of any of the 
above. 
Survivor - in this study refers to those who attended residential school (direct survivor) and 
secondary and subsequent generations affected by the original trauma (indirect survivor) 
through various means.  
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CHAPTER ONE 
Introduction 
 It is a reality for many Indigenous1 peoples of Canada that their lives have been and 
continue to be influenced, both directly and indirectly, by residential schools. Residential 
schools were a flawed educational system that fell short of educating Indigenous children. 
Instead, its forced assimilation policy resulted in a whole new reality for generations that 
followed the first school opening (Barlow, 2009). One would have to know the lives and stories 
of every survivor2 to understand the historic trauma (HT) the Indigenous peoples faced (Sotero, 
2006). The subsequent impact of residential schools is believed to hinder forward movement 
or healing of the Indigenous population (Barlow, 2009).   
 Survivors have healing needs, unique and more than others in the Indigenous 
population, that often go unanswered. These needs become compromised when health issues 
such as HIV/AIDS come into play. HIV/AIDS stigma and discrimination make it all the more 
difficult to face the disease and respond appropriately (Barlow, 2009). Over the past few years, 
several reports have documented links between residential schools and Human 
Immunodeficiency Virus/Acquired Immune Deficiency Syndrome (HIV/AIDS) (Barlow, 
2008; Jackson & Reimer, 2008). The Public Health Agency of Canada (PHAC) reports that 
Indigenous communities are disproportionately affected by not only behavioural, but also a 
plethora of socioeconomic factors that add to their vulnerability to HIV infection. These 
                                                          
1 Used in this dissertation for Aboriginal peoples in Canada, the word ‘Indigenous’ more fittingly acknowledges 
the distinct cultures, histories, and rights of First Nations, Inuit, and Métis Peoples, and is seen to provide a 
connection with the land. It moves away from the word ‘Aboriginal’ which is a federal construct that lumps all 
three groups of peoples together and dismisses the sacred relationship and Treaty-established obligations (Marks, 
2016; Morriseau, 2016). 
2  “Survivor” in this study refers to those who attended residential school and secondary and subsequent 
generations are affected by the original trauma through various means. This definition is based on the conceptual 
model of Historical Trauma by Sotero (2006) that describes the intergenerational transmission of historic trauma.  
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include high rates of sexually transmitted infections (STIs), food insecurity, substance abuse, 
and limited access to, and/or use of, public healthcare services (Government of Canada, 2010). 
These reports confirm what many front-line workers and Indigenous AIDS service 
organizations have been saying for quite a while: for Indigenous groups, HIV/AIDS is both a 
direct and indirect outcome of residential schooling (Barlow & Reading, 2008). HIV infection 
is increasing and poses to Indigenous communities a serious and continuing health concern 
(Government of Canada, 2009; Marsden, Clement, & Schneider, 2000; Vernon, 2001). In 
addition, evidence shows that many Indigenous peoples, especially youth, are at risk of 
contracting HIV as they continue to engage in high-risk sexual behavior, and alcohol and street 
drug use (De la Ronde, 2013; Government of Canada, 2015b; Public Health Agency of Canada, 
2011a, 2014; Saewyc, Clark, Barney, Brunanski, & Homma, 2014). 
 Since the introduction of zidovudine (AZT) in 1987, significant advances in 
antiretroviral therapy have been made. The advent of highly active antiretroviral therapy 
(HAART) has made HIV-1 infection a more manageable chronic disease in treatment 
experienced patients, whose circumstances make adherence possible, and who can achieve 
durable virologic suppression (Langebeek et al., 2014; Viswanathan et al., 2015). HAART 
provides effective treatment options for both treatment-naive and experienced patients 
(Rathbun, 2013). Irrespective of this, taking up and adhering to treatment is a challenge for 
some or many Indigenous peoples since many still have unresolved trauma secondary to the 
residential school legacy (Barlow, 2008; Mill et al., 2007). Evidence suggests that not only do 
HIV-positive Indigenous persons have sub-optimal access to HAART (O’Neil et al., 2012), 
but also have a shorter survival than non-Indigenous persons (Klakowicz, Zhang, Colley, 
Moore, & Tu, 2016; Lima et al., 2006). 
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1.0 Locating oneself in research with Indigenous peoples. 
 
 Delving into an Indigenous world has not been natural for me as I am African by birth. 
I have, however, found my place and continue to grow with recognition that there are many 
ways of knowing and that harmony can be attained between these leading to a better life for 
all. In introduction, I thus feel inclined to locate myself both in Indigenous studies and as a 
novice researcher. 
 When embarking on Indigenous research, locating oneself as a researcher is important 
(Absolon & Willett, 2005; Lavallee, Neville, Anderson, Shore, & Diffey, 2009). Locating 
oneself enables the researcher to identify potential biases and allows people to know them, 
where they are from, and who their ancestors are, which, in turn, helps to establish trust 
(Anderson, 2012; Archibald, 2008) as people can then identify their own worldview. As 
researchers, we also locate ourselves within the research in recognition and acknowledgement 
that personal growth is an important end product as we not only personally benefit from but 
are also affected by the research we do (Bastien, 2005). For me, I believe the research I have 
done with Indigenous peoples has and continues to be a tremendous journey that includes 
growing spiritually, exploring and reflecting on my identity as an Afro-Canadian person in a 
new world, and receiving an indescribable amount of knowledge from the community. 
 I was born into a Christian family and trained in Zambia as a medical doctor. I now live 
with my family in Vancouver, BC. I have worked in different specialties in the medical field 
for over ten years, in England, Zimbabwe, and in Zambia. Before coming to settle in Canada, 
I worked in Zimbabwe, a lower income country, treating those with HIV/AIDS and AIDS-
related illnesses. Over the last two years I again went to Zambia, where I lived and worked in 
communities with very high HIV/AIDS rates, and saw how they were affected in terms of 
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having to provide long-term care to those who were HIV positive and having to shelter, treat, 
and feed those orphaned through the pandemic. To my disappointment, it was often difficult 
to provide medication for patients. I personally have lost friends and family to the AIDS 
epidemic. While growing up, I also listened to many stories of how my ancestors suffered 
through slavery and at the hands of European colonizers. Surprisingly, today, my fellow 
countrymen continue to suffer through resource mismanagement by parts of the government 
for political gain. 
 The case of HIV and AIDS, I believe, needs more attention. In 2004, adults and children 
living with HIV/AIDS reached 40 million worldwide. Today, 95% live in developing 
countries, and 3 million people die of the disease annually (UNAIDS, 2012). Sub-Saharan 
Africa, especially South Africa and Zimbabwe, is the hardest-hit region in the world, with up 
to 70% of the people living with HIV/AIDS (25 million infected people) and 77% of AIDS 
deaths worldwide (UNAIDS, 2012). The good news is that, HIV treatment is now reaching 
more than 6 million people in sub-Saharan Africa, due, in part, to subsidized HIV treatment 
regimens. However, the region depends on external sources for medicines with over 80% of 
drugs dispensed being imported and paid for through external financial aid. This aid is tied to 
political will and, as such, can sometimes be erratic resulting in a destabilized HIV/AIDS 
response (World Health Organization, 2012a). 
 On the other hand, the number of people living with HIV in the Americas in 2003 was 
2 million. In industrialized countries HAART has reduced the disease progression to AIDS and 
transformed HIV/AIDS from a deadly disease to a manageable chronic disease (World Health 
Organization, 2012b). However, successes in treatment and care are not being matched by 
progress in prevention, especially in marginalized communities (Pearce et al., 2015) where 
there is an over-representation of the disease (Public Health Agency of Canada, 2011a). In BC, 
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HAART is offered free of charge to patients (BC Centre for Excellence in HIV/AIDS, 2010). 
Yet many do not adhere to treatment (O’Neil et al., 2012). Free access to HAART, 
unfortunately, removes only one barrier to successful treatment of HIV/AIDS. Populations that 
have been marginalized in Canada still have a high HIV/AIDS morbidity and mortality rate, 
suffer the same socio-economic deprivation, and go through similar systemic barriers to access 
to HAART, as those displaced by colonialism in an African country, such as Zimbabwe.  
 Having experienced such a background, I am compassionate about the daily challenges 
that people face with respect to access to healthcare. I see people, especially those who are 
disadvantaged and marginalized, suffer as they go through the day to day challenges of living 
with HIV/AIDS and its associated stigma. It is my belief that researching the history, the health 
of Canadians and the environment in which they live, is beneficial to Canada. Canada’s identity 
and ultimately its wealth have a lot to do with the health of its people, both in urban and rural 
communities. The health issues of these communities, such as HT and HIV/AIDS, need 
therefore be taken seriously to address high morbidity and mortality as well as promote equal 
access to care in a culturally safe manner.  
 1.0.1 Researcher’s relationship to Vancouver Native Health Society.  
 I was first introduced to the VNHS and Indigenous community in Vancouver in 2009. 
My interactions with this community brought out the realization that sexual health is important 
because decisions that lead to best possible choices occur when information, education, and 
support services to enable health and wellbeing are in place. I volunteered at the society and 
then conducted thesis research entitled “An investigation of the determinants of adherence to 
highly active anti-retroviral therapy in Aboriginal men in the DTES of Vancouver” at the 
VNHS. In 2011, I presented my thesis findings to members of the VNHS, and co-authored a 
manuscript published in the Canadian Journal of Aboriginal Community-Based HIV/AIDS 
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Research (Chongo, Lavoie, Hoffman, & Shubair, 2011), and a VNHS team presented the 
findings at the Global Village stand at the 19th International AIDS Conference in Washington 
DC, USA in 2012.  
 Later, I helped form "The Dudes Club". This is a community-based project with the 
objective of improving HIV positive men’s health knowledge, building networks through 
provision of extra-curricular and drop-in activities, and optimizing the health and well-being 
of men living with HIV/AIDS through use of multi-dimensional approaches at the VNHS. I 
then wrote a proposal, applied for and successfully secured funding from ViiV Healthcare - 
Shire HIV/AIDS Community Innovation Program fund for the group’s health promotion 
activities. To showcase the progress that the Dude’s Club has made over the first 5 years, an 
article titled “The DUDES Club: A brotherhood for men’s health” has now been published 
(Gross et al., 2016). With these dissemination efforts, my overall aim was and remains that of 
helping inform policy and decision-making and helping bridge the gap between Indigenous 
and mainstream provision of and access to culturally safe health services. In 2012, I helped 
write another proposal, which was subsequently funded by Northern Health and, with the help 
of Movember Canada, “The Dude’s Club” was later extended to Prince George, Smithers, and 
Moricetown (DUDES club team, 2013). 
 The realization that one’s experience of HT had a bearing on whether he/she sought or 
adhered to treatment and, the development of the research purpose and early design decisions 
were informed by a number of sources: (a) my examination of the literature of nursing practice 
and published accounts of people’s experiences of HT; (b) my attendance at events relevant to 
historical trauma and/or HIV/AIDS at the VNHS clinic and other forums; (c) the qualitative 
research I conducted with those who are affected by HIV/AIDS as part of my master’s thesis 
(Chongo et al., 2011); (d) several informal discussions with APHA’s as well as healthcare 
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professionals who have experience in working with peoples who have experienced HT; and 
(d) my experiences as a healthcare professional in working with those who have experienced 
HT and/or are affected by HIV/AIDS. My extensive interaction with Indigenous peoples, and 
relationships of trust built through my work with the VNHS, enabled participants to decide 
freely whether to take part in the study. 
 The VNHS clinic was selected as the main recruitment site because it services a 
multitude of people, Indigenous and non-Indigenous, with over 200 people per day who access 
the clinic for meals, nursing, services, medications, physician care, and group activities. 
Furthermore, the clinic’s number of HIV positive patients taking HAART had spiralled from 
294 (53 percent Indigenous) in 2007-2008 to 349 (57.6 percent Indigenous) in 2008-2009, and 
was 403 at the start of 2010. In 2010 alone, the clinic had 25 new referrals for HIV services. 
However, a higher number of patients continue to die each year from HIV/AIDS most of whom 
are Indigenous. In 2008 alone, 57 patients passed away, 26 were Indigenous (Vancouver Native 
Health Society, 2011). 
1.1 Statement of the Problem 
 There is a disparity for Indigenous persons when considering access to treatment for 
HIV. In British Columbia (BC), Canada, antiretrovirals are distributed at no cost to the patient 
(Kendall, 2009). However, it has been shown that a greater proportion of Indigenous peoples 
do not receive HIV treatment before death (Kendall, 2009; Lima et al., 2006; Public Health 
Agency of Canada, 2015). Research has also shown that there is a significantly higher 
premature mortality rate3 for Indigenous persons in general (Allard, Wilkins, & Berthelot, 
                                                          
3 Premature mortality measures unfulfilled life expectancy. The premature mortality rate (PMR) is the product of 
the number of deaths at each age and that of remaining years of life up to an arbitrary age limit. The PMR gives 
more weight to the death of younger people (often preventable) than to older people and it places more importance 
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2004; Church, 2015; Park, Tjepkema, Goedhuis, & Pennock, 2015) and after the initiation of 
HAART (Martin, Houston, Yasui, Wild, & Saunders, 2011; Milloy et al., 2010; Patterson et 
al., 2015). Having adjusted for confounder variables, one study showed that the mortality rate 
for Indigenous persons was shown to be more than three times higher than that of non-
Indigenous persons (Lima et al., 2006). The premature mortality rate in Canada in 2011 was 
reportedly an average 3,007 years of potential lost life per 100,000 population for the general 
population with Indigenous figures reportedly more that twice that high (Conference Board of 
Canada, 2016). However, over the years, partly in a bid to explain these statistics, most research 
on HIV/AIDS and therapy has focused on the maladaptive characteristics of Indigenous 
persons, such as substance abuse. This has been done while turning less attention to adaptive, 
life-maintaining characteristics (such as sticking to traditional beliefs and norms) of those who 
choose to take up therapy and adhere to it or those who go through a difficult period in their 
lives but eventually do well. There is paucity of research and knowledge on the extent to which 
historic trauma (HT), as a major factor, impacts one’s choice to get tested for HIV, and to take 
up and adhere to HAART. Further, research suggests there may be a difference in how people 
deal with their trauma with respect to one’s position as a direct or indirect survivor, or one’s 
generational affiliation, with some Indigenous men reporting that HT does not affect their 
adherence to treatment (Chongo et al., 2011). Indeed, the outcomes for Indigenous children 
who went through residential school or were raised in non-Indigenous homes are not always 
negative, as some of those children have grown to find success and happiness in their careers, 
families and communities (Sinclair, 2007). However, many Indigenous survivors have shared 
stories of their past and their ongoing struggle (Morris, 2007; Reading, 2009). While poor 
                                                          
on quality of life than on quantity of life. Reducing the PMR would add more years of life (potentially more 
productive years) to individuals and communities (Conference Board of Canada, 2016). 
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adherence and high mortality rates give one an idea of how many lives have been touched by 
HT, they cannot begin to capture the physical, psychological, spiritual and cultural wounds 
meted out on survivors, their families and communities across generations (Dion-Stout & 
Kipling, 2003).  
 Considering that many Indigenous peoples, generations apart, continue to suffer from 
HT, I therefore argue that one’s experience of HT, direct or indirect, along with structural and 
socioeconomic barriers, plays a huge part in shaping the lives of Indigenous peoples living 
with HIV/AIDS with respect to the choices they make. The connection of HT to the shaping 
of attitudes and behaviors in Indigenous males, and what determines their decision-making 
with respect to sexual health 4  and HIV/AIDS management in Canada, has received little 
attention, especially with regard to matters of resilience5 (Burack, Blidner, Flores, & Fitch, 
2007; Ledogar & Fleming, 2008; Tousignant & Sioui, 2009; Wesley-Esquimaux & Smolewski, 
2004) and posttraumatic growth (PTG) (Calhoun & Tedeschi, 2004; Joseph, 2009; Triplett, 
Tedeschi, Cann, Calhoun, & Reeve, 2012).  
 The portrayal of Indigenous males has most often been negative and associated with 
family violence, sexual abuse, alcohol abuse and IDU, suicide and other negative social 
behaviors (Public Health Agency of Canada, 2008). Irrespective of this, over the past 7 years 
of working with Indigenous males living with HIV, I met culturally-grounded, strong males 
who are true to their traditional heritage of respect and dignity. Recognizing their contribution, 
                                                          
4 ‘Sexual health’ is a basic human right that does not just refer to being free of disease, dysfunction or weakness. 
It also refers to an individual’s experience of being well, physically, emotionally, mentally and socially in relation 
to his or her sexuality (Canadian Federation of Sexual Health, 2007; Health Canada, 2008). 
5 Resilience is a dynamic developmental process through which, following the experience of adversity/trauma, 
one or a group overcome(s), positively cope(s) with or adapt(s) to the adversity/trauma and its negative effects/ 
trajectories (Fergus & Zimmerman, 2005; Fleming & Ledogar, 2008; Herrick, 2011) and is able to utilise 
sustainable resources for health and well-being (Panter-Brick & Leckman, 2013; Southwick, Bonanno, Masten, 
Panter-Brick, & Yehuda, 2014). 
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Indigenous males, in particular those living with HIV/AIDS, can take a lead role as educators, 
leaders, providers, and partners towards the improvement of sexual health. HT therefore 
needed to be revisited to gain an insight into why and how Indigenous males living with HIV 
and AIDS make their choices today. A critical look at their experiential knowledge, resilience 
and PTG, can lead to the consideration of strength and adaptation factors, inform policy and 
decision-making, and ultimately lead to reduction of HIV/AIDS long-term effects for 
individuals across generation and groups alike. This can be done while being mindful of other 
determinants that likely contribute to the direction of HIV/AIDS rates in Canada, including 
socio-economic factors, and access to user-friendly sexual health services (Chongo et al., 
2011).   
1.2 Research Objectives 
The objectives of this study were:  
1) To explore the impact of HT on treatment in Indigenous males living with HIV and AIDS 
in BC;  
2) To explore the role of resilience in dealing with HT; and,  
3) To recommend culturally-safe alternatives or initiatives to better address HT, aimed at 
improving HAART adherence and reducing deaths due to HIV/AIDS. 
1.3 Significance of the Study 
 The study is important not only to the Indigenous communities but to Canada as a 
country. The study helped me, as the researcher, and can help others get a better insight/ 
understanding and depth into the effects of HT on treatment for HIV/AIDS in Indigenous men. 
Indigenous peoples suffer cumulative trauma and have troubled personal histories that affect 
their ability to overcome adverse situations such as HIV/AIDS. The associated stigma, low 
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self-esteem, and perceived inability to heal may affect one’s decision to take up treatment, the 
adherence to and hence outcomes of treatment. More and more Indigenous peoples continue 
to die prematurely of HIV/AIDS despite the availability of free antiretroviral therapy (Kendall, 
2009; Vancouver Native Health Society, 2011).  
 It is important to note that a defining feature of the Indigenous population is its high 
proportion of youth of childbearing age and a high birth rate (Malenfant, Lebel, & Martel, 
2010). Thus, the Indigenous population is growing faster than any other population group in 
Canada. Because of the large percentage that Indigenous children make of the total population, 
and because they represent the future, their health and well-being must be considered an 
important area of inclusion (Reading, 2009). More so with the fact that the Indigenous 
population has steadily increased at about twice the rate of the general Canadian population 
(Hampton, McKay-McNabb, Jeffery, & McWatters, 2007).  
 It is also important to understand the HT experience and effect in males because they 
remain largely absent from sexual health, including HIV/AIDS, programming and services in 
Canada, despite an increase in HIV transmission rates (Canadian Federation of Sexual Health, 
2007). Risky behaviour is still occurring at high rates and males in Canada have become less 
vigilant in taking consistent HIV risk reduction measures (Public Health Agency of Canada, 
2011a; Sidibé, 2014). Focusing on behavioural indicators related to the avoidance of negative 
outcomes can thus provide healthcare educators and providers with key reference points for 
addressing HIV/AIDS. Ultimately, male involvement should be a mandatory requirement to 
the improvement of sexual health for them and their partners. A generational and cultural safety 
lens in this study highlights the differences in the experience of HT and how this affects 
treatment in Indigenous males living with HIV/AIDS and thus helps to shape appropriate 
policy and decision-making. 
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1.4 Outline of the Dissertation 
 Chapter 2 is the literature review which includes an exposé of HT, highlights the 
importance of understanding sexual health with respect to HIV/AIDS and explains the situation 
for Indigenous males; their sexual health, how HIV/AIDS affects them, and the HT connection. 
The chapter also includes a review of the concept of resilience, cultural safety, and adherence 
to HAART, looking at the barriers and success factors, and reviews recent developments aimed 
at improving adherence to HAART and retention in care, and healthcare-delivery models for 
management of HIV/AIDS in Indigenous peoples. The methodology section (Chapter 3), gives 
a detailed account of the research methods of interpretive description (ID) and the Life Story 
Board (LSB) and the thematic analysis employed. Chapter 4 presents the results of the study 
illustrating the themes from the data obtained. Chapter 5 includes a discussion of the impact of 
HT and the role of resilience in treatment of Indigenous males living with HIV and AIDS in 
BC and of the themes from the study results. Key limitations and future research 
recommendations are then presented in chapter 6, the last chapter.   
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CHAPTER TWO 
Background Literature Review 
2.0 Introduction  
 In Canadian history, a special part is occupied by Indigenous peoples as they are the 
first inhabitants of this land.6 Their recent history however is dogged by the devastating effects 
of cultural genocide orchestrated by colonialists and their patriarchal ideologies since contact. 
Secondary to land dispossession and cultural assimilation, the residential school legacy and 
child welfare system, the dehumanizing effects of colonialism have spiralled through 
generations. These effects are reflected today in widespread environmental damage, disrupted 
Indigenous peoples’ connections to the land, and unacceptable socioeconomic and health 
disparities (Government of Canada, 2015a; Kline, 2013).  
 In the modern era, we are subtly being programmed as objects in an advanced 
technological society into conforming to Western ideologies. Indigenous peoples are kept 
submerged in a culture of silence and an education system that presents the colonisers as the 
‘all-knowing’. This is at expense of  fostering conscientization, unearthing of and action to 
remedy real problems and actual needs (Eagle & Ringham-Cowan, 2013; Freire, 2000; Freire 
Institute, 2016). In their continued struggle to regain their sense of identity and heal from 
historic trauma, Indigenous peoples face stereotyping and marginalization daily. On the part 
of the society in general, there is need to undergo profound rebirth beginning with an authentic 
commitment to constant re-examination of themselves, going through radical conversion from 
ambivalent thinking and behaviour to action that removes power differentials and 
                                                          
6 The terra nullius doctrine (that prior to contact and European colonists’ sovereignty assertion no one owned 
the land) never applied in Canada (Harrington, 2014). 
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accommodates Indigenous peoples (Freire Institute, 2016; John et al., 2016; Razack, 1998). In 
Paulo Freire’s words, “(L)ooking at the past must only be a means of understanding more 
clearly what and who they are (the general population) so that they can more wisely build the 
future” (Freire, 2000, p. 84). However, these efforts to liberate the oppressed and 
disadvantaged Indigenous peoples may require their reflective participation. For the 
Indigenous peoples suffering from historic trauma, transformation into perceiving themselves 
as an indomitable resilient force may mean a total denouncement of fatalism (Freire, 2000). 
 In the healthcare field, learning from Indigenous peoples’ lived experiences of historic 
trauma and their continued resilience can help to challenge Western models of care and make 
way for cultural safe service delivery. In a culturally safe environment, Indigenous peoples 
will then more than likely access health services (John et al., 2016). To get a better 
understanding of the ‘Experience Talks, Resilience Shapes’ study therefore, important 
literature will be reviewed. 
 Eight sections make up this chapter. A review of the effect of colonialization on 
Indigenous peoples, the concepts of resilience and cultural safety, are literature relating to the 
importance of male sexual health with respect to HIV/AIDS are presented. The situation for 
Indigenous males living with HIV/AIDS and the HT connection is then explained. This can 
help in understanding why it vital for the objectives of this research to be followed through as 
they have implications for bettering Indigenous males’ health and wellbeing. Barriers to and 
success factors for HAART adherence are then reviewed with a specific focus on Indigenous 
men. This is followed by a review of literature around recent developments aimed at improving 
HAART adherence and retention in care. Finally, healthcare-delivery models for management 
of HIV/AIDS in Indigenous peoples are presented. This will help in understanding what has 
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worked and what has not, and give a basis for improvements after incorporating data from this 
research. 
2.1 The effect of colonialization on Indigenous peoples – an exposé of Historic Trauma 
 Indigenous peoples of Canada have suffered and continue to suffer from effects of 
colonization by European settlers. Post-contact, the dominant settler societies have used 
various and complex means to inflict collective long-lasting injuries on Indigenous peoples 
(Kennedy, 2014; Realbird et al., 2016; Walters, 2011). Through coordinated marginalization, 
forced dispossession, conquest and subjugation the settlers sought to eliminate Indigenous 
peoples culture, identity, language, ideals, traditional ways of life and assimilate/absorb them 
into the Euro-Canadian mainstream altogether, effectively deleting them as distinct peoples 
(Aguiar & Halseth, 2015a; Government of Canada, 2015a). Coupled with deleterious policies 
and practices based on settler ideals, this invasion has had pernicious ripple effects across entire 
Indigenous communities and continues to adversely impact the capacity for self-sustenance 
and the health and wellbeing of generations over time (Aguiar & Halseth, 2015b; Gone, 2013; 
Hartmann & Gone, 2014; Sotero, 2006). This exposure to historic trauma7 for most Indigenous 
peoples is evident in manifestations of unresolved grief, feelings of helplessness/ 
disempowerment, depression, inability to trust, self-destructive behaviours among other 
symptoms (Aguiar & Halseth, 2015a; Bombay, Matheson, & Anisman, 2009). 
 Over the years there has been continued inability to understand, or a complete lack of 
understanding, of intergenerational trauma as seen in Indigenous peoples. This has resulted in 
less than effective delivery of healthcare services using approaches directed at remedying 
                                                          
7 Historic trauma is a cluster of traumatic events that operate as a causal factor in a variety of maladaptive social 
and behavioral patterns. Hidden collective memories of trauma, or a collective non-remembering, are passed from 
generation to generation; or, it is a cumulative emotional and psychological wounding across generations resulting 
from massive tragedies (Archibald, 2006; Barlow, 2009; Wesley-Esquimaux & Smolewski, 2004). 
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symptoms and not at either answering to Indigenous peoples needs or fixing the root cause of 
their trauma (Duran, 2006; Puxley, 2013). Unmasking historic trauma to understand its relation 
to Indigenous peoples, its transmission across generations, and its dominant role in shaping 
today’s health inequities is necessary in development and implementation of therapeutic 
approaches that better answer to Indigenous peoples needs (Aguiar & Halseth, 2015a; 
Mehrabadi et al., 2008; Pearce et al., 2008). 
 Following the time of contact, and in significant measure as a result of the Royal 
Proclamation8 of 1763, to gain control over and economically exploit the land and its resources, 
colonists had to negotiate land-related treaties because access to the land was blocked by the 
mere presence of its original inhabitants, the Indigenous peoples (Government of Canada, 
2013b). These often coercive and fraudulent negotiations resulted in agreements and promises 
most of which remain unfulfilled by Canada today (Government of Canada, 2015a; Miller, 
2009). Through the treaties, Indigenous peoples sought training to gain skills (necessary for 
continued control and retention of their culture and identity and for shaping of their own 
destinies), agricultural supplies, and relief (e.g., funds for purchasing hunting and fishing 
supplies, and for agricultural assistance) during hard times in periods of socioeconomic 
transition. Indigenous peoples viewed the treaty process as a means formation of permanent 
reciprocal relationships to this end, as this was the impression given to them by the federal 
officials (Chartrand, Whitecloud, McKay, & Young, 2001; Friesen, 1999; Miller, 2009). In 
some instances, however, to gain control the Canadian government embarked on inflicting 
                                                          
8 The Royal Proclamation affirms in writing the inherent Aboriginal rights and title to their land, including the 
right to self-determination. The Royal Proclamation set a foundation for the process of establishing treaties and it 
acknowledged the fraud and abuse already committed in the purchase of Aboriginal lands, to suite settler interests, 
but to the dissatisfaction of Aboriginal peoples (Government of Canada, 2013b). 
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cultural genocide (by occupying and seizing land, eliminated Indigenous landholding practices, 
imposing an alien Christian spiritual order, and imposing easily-manipulated band councils) at 
the expense of honouring its legal and financial obligations to Indigenous families and 
communities (Government of Canada, 2015a). Occasionally, Canada coerced Indigenous 
peoples into relocating their reserves9 to agriculturally infertile or economically resource-poor 
land and, without legal basis or authority, instituted a racially segregative prison-style ‘pass 
system’ to monitor Indigenous peoples’ movements or confine them to their reserves 
altogether. This was done under the disguise of promoting Indigenous concentration on 
farming on-reserve, minimizing altercations with the white community, and as a barrier to 
prevent Indigenous prostitution10 and alcoholism in towns and cities (Barron, 1988; Deerchild, 
2015; Government of Canada, 2015a; Joseph, 2015). The loss of land by Indigenous peoples 
through treaties or the establishment of reservations has thus had a devastating impact on the 
culture and lifestyle for families and communities historically and in the modern era (Realbird 
et al., 2016). 
 Apart from forced land dispossession, Canada’s establishment of the government-
funded, church-administered residential school system was particularly traumatic for 
Indigenous peoples. From 1857 to 1996, residential schools were in operation to satisfy the 
needs of the colonial powers through forced assimilation of Indigenous children into Euro-
Western culture (Aguiar & Halseth, 2015b; Government of Canada, 2015a). A conscious 
policy of cultural genocide characterised the residential school program from inception as 
                                                          
9 The reserve system as governed by the Indian Act relates to First Nations bands and people. Inuit and Métis 
people do not normally live on reserves, though many live in communities governed by land-claims or self-
government agreements (Bishop & Fontaine, 2006). 
10 This was almost always only an excuse for prostitution as women were purportedly granted passes to go into 
town and work (Joseph, 2015). 
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truant officers by mandate forcibly seized children from their parents’ homes. By so doing, 
they  effectively began the process of coercing Indigenous peoples to forfeit their cultures, 
religious practices, and traditional languages (Government of Canada, 2015a; Puxley, 2013). 
This process saw almost 150,000 Indigenous children being removed from their families and 
communities to forcibly attend residential schools (Aguiar & Halseth, 2015b; Government of 
Canada, 2014). While all this was taking shape, the Canadian government through various 
treaty agreements had promised to set up schools on-reserve and financially support teachers 
to accommodate Indigenous children. These treaty obligations were largely ignored by the 
federal government resulting in Indigenous parents being left with one alternative, to 
reluctantly bend to pressure and send their children to residential schools (Government of 
Canada, 2015a). 
 Overall, residential schools were generally inhabitable and fell short of meeting basic 
conditions of education, health and safety necessary for the optimal development of Indigenous 
children (Aguiar & Halseth, 2015b). Many school buildings were remotely located, poorly 
constructed, neither well heated or ventilated, not well maintained or sanitised, and usually 
overcrowded. The education offered to children was substandard, hampered by very few, often 
poorly trained staff, using an inadequate curriculum with limited classroom learning time. The 
children’s health and wellbeing was also endangered by substandard diets and a failure to 
prevent and treat illness (Government of Canada, 2015a). 
 Residential schools practically robbed Indigenous children of their identity. Forcibly 
taken from their homes they found themselves stripped of their names (used numbers for 
identification instead), traditional belongings and way of life (Government of Canada, 2015a). 
The children were lonely, living in fear in an environment alien to them. They were also denied 
affection from their siblings and family were mostly kept apart. Aided and abetted by the 
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Canadian government’s policy of de-Indianizing the children, parents’ passes to visit their 
children in residential schools were limited to no more than four times a year (Joseph, 2015). 
In the meantime, children were ‘taught’/forced to despise everything about their culture and 
heritage, and to hate their language and their parents (Coates, 2004; Government of Canada, 
2015a; Joseph, 2016). 
 Maltreatment and discrimination was common-place. The residential schools were like 
prisons where Indigenous children would undergo hard labour, spending half of each day 
working. This was worse for Métis children as they were mostly used as labourers as federal 
funding sent to schools was only meant for treaty Indigenous children (Aguiar & Halseth, 
2015b). Children were neglected, allowing for physical, emotional and sexual abuses being 
prevalent and going unreported (Aguiar & Halseth, 2015b; Barnes, Josefowitz, & Cole, 2006; 
Government of Canada, 2015a; Hanson, 2009). The death rate of children in residential schools 
was tragically high (due to illness, corporal punishment, suicide, or in fires [there were no fire 
escapes and sprinklers, and children used to be locked up in dormitories]). Some runaway 
children died in snowy fields; others drowned in rivers (Kennedy, 2014). Most deaths went 
unrecorded and, as such, the exact death toll due to residential schooling will never be known 
(Government of Canada, 2015a).  
 Subsequent generations of Indigenous children are affected by the residential school 
legacy as it has led to disruption of family structure and cohesion, diminished parenting skills, 
and feelings of shame, low self-esteem and hopelessness in survivors (Gone, 2013). Further, 
the trauma is also exhibited through engaging in family violence, child abuse, substance abuse 
and other dysfunctional behaviours (Aguiar & Halseth, 2015a; Duran, 2006).  
 Over the years, the government of Canada, the churches, and the former colonialists 
have tried to justify the cultural genocide they inflicted on Indigenous peoples. Carrying the 
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assumption that a chosen set of European beliefs and values should be made universal they 
colonised and imposed the residential school system on the Indigenous peoples of Canada 
(Government of Canada, 2015a). Indigenous parents were declared to be uncivilised and unfit 
savages who cared not about their children’s future.  As such they advocated for separation of 
Indigenous children from parental influence and their assimilation into European culture. The 
residential schools were thus part of the colonization and conversion process that would bring 
Indigenous peoples civilization, as well as salvation, starting with their children. They feared 
that if the children were not de-Indianized, ‘educated’, and Christianised they would be a 
problem to the new European social order. Some argued that Indigenous peoples were either 
racially and culturally inferior or genetically lacked the developmental capacity to improve on 
their own and hence the need for civilisation. Their only hope therefore was to either be 
assimilated into the white man’s culture or go extinct post-contact (Government of Canada, 
2015a; Howe, 2002). Residential schools were established based on these rationales/ideas to 
shape Canadian policies towards Indigenous peoples. The settlers at the time may just have 
envisioned and argued toward a cheap way out of their long-term commitments Indigenous 
peoples long saw through their justifications as only false and a means of raising their children 
in alien ways away from their traditional homes (Government of Canada, 2015a). 
 As history and science show, Indigenous peoples are not genetically inferior to other 
human beings and, prior to contact lived according to their own set of values that were 
complete, though capable of changing over time, adequately met their needs (Coates, 2004; 
Government of Canada, 2015a). Further the claim that settlers wanted to discover and explore 
the world as justification for inflicting cultural genocide on Indigenous peoples can not stand 
up to legal scrutiny since the lands colonised were already well known to the Indigenous 
peoples who had inhabited them prior to contact (McMillan & Yellowhorn, 2004). 
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 Despite many years of implementation of the government’s coercive measures, 
residential schools fell short of achieving their policy goals. Amidst calls for repeal of the 
Indian Act, closure of residential schools, proposals for Indigenous control of Indigenous 
education and resistance by Indigenous groups, Ottawa gradually began shutting down 
residential schools, with the last one closing in 1996 (Government of Canada, 2015a). Since 
the residential school era, the impact of this legacy of oppression became amplified by the 
subsequent over-representation of Indigenous children in the child welfare system (Barker, 
Alfred, & Kerr, 2014), as well as by persistent socioeconomic disadvantages that continue to 
make day-to-day living a challenge (Aguiar & Halseth, 2015b; Gone, 2014). Compared to the 
height of the residential school era, estimates indicate there are three times as many Indigenous 
children under government care today (Blackstock & Trocmé, 2005). Indigenous youth 
account for 5% of the Canadian youth population today; however, nearly half of those in care 
are of Indigenous ancestry. The situation is made worse by failure by the Canadian government 
to provide equitable services and funding for children living on-reserve (hence leading to 
poverty and only 518 schools on-reserve nationwide) (Brennan, 2015; Laboucane, 2015). 
Recent estimates suggest that, compared to their non-Indigenous counterparts, Indigenous 
communities receive 22% less funding per child  (Barker et al., 2014; Blackstock & Trocmé, 
2005; Sinha et al., 2011). Overall, child welfare authorities seized multitudes of Indigenous 
children from their families, in most cases without the consent, en masse, and placed them in 
predominantly non-Indigenous homes without taking steps to protect children and preserve 
their culture and identity (Hanson, 2009). Through the child welfare system, some Indigenous 
children were placed in homes that in cases subjected children to slave labour. Physical and 
sexual abuse was not uncommon, but it was usually covered up, or went unnoticed due to the 
absence of family support and social services (Hanson, 2009). 
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 The reasons offered for the removal of Indigenous children in disproportionate numbers 
from their families are far from convincing. There is a view that Indigenous children are 
apprehended in high numbers as a means of taking them away from impoverished and uncaring 
family living environments (Government of Canada, 2015a). Little consideration is given to 
the fact that most neglect charges have been linked to the intergenerational trauma due to the 
residential school legacy, as well as the loss of family and community support networks and 
parental role-modelling. Further, a higher proportion of Indigenous than non-Indigenous 
investigations involved non-professional referrals, a possible reflection of bias in an inadequate 
system (Sinha, Trocmé, Fallon, & MacLaurin, 2013). Even though the last residential school 
closed in Saskatchewan in 1996, the “Sixties Scoop” continued for nearly three decades up to 
the late 1980s (Barker et al., 2014). Canada’s child-welfare system is more often than not a 
continuation of the assimilation system started by residential schools (Government of Canada, 
2015a). Today, the effects of both continue to adversely affect parenting skills, lead to family 
dysfunction and lack of success (due to difficulties in attaining education and employment, 
among other reasons) for many Indigenous families and communities (Aguiar & Halseth, 
2015b; Gone, 2013; Government of Canada, 2015a). 
 While there have been significant strides made in recent decades, there continues to 
remain a gap between Indigenous and non-Indigenous Canadians in levels of education 
attained. Only 9.8% of Indigenous Canadians attained a university degree compared with 
26.5% of non-Indigenous Canadians. In terms of gender, Indigenous women are nearly twice 
as likely to have attained a university degree compared with men (13.5% of women between 
the ages of 35-44 compared with 7.6% of men) (Aguiar & Halseth, 2015b; Statistics Canada, 
2013a). Educational attainment is a major determinant of employment status and income. For 
Indigenous peoples living off-reserve, employment status and income is considerably higher 
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for those who complete high school compared with those who do not (Bougie, Kelly-Scott, & 
Arriagada, 2013). The residential schools taught children that their own culture and language 
was inferior and uncivilized, and that Indigenous children were less capable; as a result, many 
residential school survivors suffer from low self-esteem and self-concept (Aguiar & Halseth, 
2015b). These attitudes and assumptions are in turn transmitted to offspring and others. The 
impacts of this are that racism becomes internalized at a collective level and lead to 
“disempowering narratives,” resulting in a loss of social capital and the trust and support that 
is needed for community resilience (Tousignant & Sioui, 2009). The colonial legacy is also 
reflected in the profound racism some people exhibit against Indigenous people and in the 
systemic and other forms of discrimination, including disproportionate imprisonment, 
Indigenous people regularly experience in this country. All these can be explained in part as a 
result or legacy of the way Indigenous children were treated in residential schools and under 
child welfare system and were denied a positive parenting environment, worthy community 
leaders/role models, and a positive sense of self-worth and identity (Government of Canada, 
2015a). 
 Complicating the issue is the fact that too many Canadians today lack knowledge about 
colonisation, historic trauma and its link to the disparities reviewed, historical and modern 
treaties in place, and contributions made by Indigenous peoples’ to Canada. This has serious 
consequences on Indigenous peoples and for Canada as a whole allowing for civic distrust and 
racist attitudes to flourish Indigenous peoples and other Canadians and hampering better public 
policy decision-making (Government of Canada, 2015a). Many Canadians’ beliefs, attitudes, 
and behaviours toward Indigenous peoples continue to be influenced to a large degree by 
negative colonial stereotypes, including assumptions that Indigenous peoples are inherently 
prone to engaging in substance abuse and violence (Loppie, Reading, & de Leeuw, 2014). The 
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resulting alienation faced by Indigenous peoples, coupled with the legacy of mistrust with the 
educational system resulting from the residential school experience, explains in part the low 
participation in education (Loppie et al., 2014). Given that education can play such a huge role 
in changing the trajectory of one’s life, it is imperative that the effects of trauma on learning 
processes be addressed in educational settings (Aguiar & Halseth, 2015b; Puxley, 2013).  
 Although Indigenous peoples and cultures have been badly damaged, they continue to 
exist. Indigenous peoples are today more resilient than ever, holding on to their cultures and 
fully determined to keep residential school and child welfare issues on the political and public 
agenda (Coates, 2004; Joseph, 2016). This is reflected in the formation of the residential school 
Truth and Reconciliation Commission of Canada (TRC) (Government of Canada, 2015a). In 
seeking and working towards reconciliation11, by establishing and committing to a new and 
respectful relationship, we can build for the future. Going forward, the expansion of public 
dialogue and reconciliatory action beyond residential schools will be vital. The promise of 
reconciliation needs to be wholly fulfilled (Government of Canada, 2015a). 
2.2 The concept of resilience 
 In a bid to more precisely explain one’s complex response to challenging/traumatic 
situations, recent years have seen a rise in active exploration and use of the resilience concept 
by academics and scientists as a vital feature of the complex socioecological, psychological, 
and behavioral systems within which mankind operates (Fox, Moench, & Norton, 2015). 
Within the healthcare field, with the recognition that people respond heterogeneously when 
                                                          
11 The Commission defines reconciliation as an ongoing process of establishing and maintaining respectful 
relationships. A critical part of this process involves repairing damaged trust by making apologies, providing 
individual and collective reparations, and following through with concrete actions that demonstrate real societal 
change. Establishing respectful relationships also requires the revitalization of Indigenous law and legal traditions 
(Government of Canada, 2015a). 
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faced with adversity, researchers, healthcare professionals and policy makers have tended to 
shift emphasis from the risks faced by individuals and their maladaptive responses towards 
focus on positive outcomes and/or resilience (Maclean, Ross, Cuthill, & Witt, 2016; Rutter, 
2012). Beginning with the premise of seeing trauma survivors and other disadvantaged groups 
of people as ‘with promise,’ rather than ‘already damaged’ or ‘permanently at risk,’ and 
minimising medicalization of their social problems at the expense of finding the root cause of 
the problems, may greatly contribute towards improving people’s chances of success as new 
possibilities are envisioned (Fox et al., 2015; HeavyRunner & Marshall, 2003). Their means 
of recovery must, however, consider an understanding of resilience and factors that promote it 
as this has vital importance for an individual or community’s ability to respond to and recover 
from trauma (Isaak et al., 2015). 
 Many Canadian Indigenous peoples have demonstrated resilience despite experiencing 
significant challenges and adversities, intergenerational historic trauma included (Gone, 2013; 
Hartmann & Gone, 2014; Isaak et al., 2015; Kirmayer, Gone, & Moses, 2014). Research shows 
that, for Indigenous peoples of Canada, resilience is a strengths-based ancient principle that 
encourages them to keep trying harder, to maintain a strong mind and will, and to always be 
hopeful (HeavyRunner & Marshall, 2003; Isaak et al., 2015). The philosophy of their inevitable 
survival and persistence as a group was, and continues to be, attributed to their faith in their 
ancestors, their families, and in traditional teachings (Aburn, Gott, & Hoare, 2016; 
HeavyRunner & Marshall, 2003). Resilience to most Indigenous peoples is reported to be more 
than overcoming trauma, it is an everyday ‘common place’ phenomenon, grounded in ordinary 
but positive experiences (through friendships and family support) reflected in their spiritually-
based natural health (Aburn et al., 2016; HeavyRunner & Marshall, 2003; Rutter, 2012). With 
due respect to both the diversity and uniqueness of Indigenous peoples, specific Indigenous-
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voiced (vs researcher-driven) resilience definitions are thus important in understanding and 
shaping of locally relevant frameworks of resilience (Isaak et al., 2015). The prevention of 
maltreatment and other severe stresses experienced by many Indigenous peoples in everyday 
life, and provision of support in the ‘healing journey’ (Isaak et al., 2015; Rutter, 2012), of those 
affected by severe adversity requires health professionals to have an understanding of 
resilience, its conceptualisation and relevance in their provision of care (Herrman et al., 2011). 
 In the healthcare field, the definition of resilience12 has evolved over the years, from an 
understanding that it is a characteristic of an individual that helps them to stand against 
adversity (Garmezy, 1991; Olsson, Bond, Burns, Vella-Brodrick, & Sawyer, 2003), through 
being considered a form of ‘mental immunity’ akin to the ‘acquired immunity13’ that protects 
individuals against infections (Aburn et al., 2016), to having the ability or individual strength 
to ‘bounce back’ from the experience of adversity or difficult experiences, a return to one’s 
baseline/original health and well-being and going on to be successful in life (Dowrick, 
Kokanovic, Hegarty, Griffiths, & Gunn, 2008; Edward, Welch, & Chater, 2009; Fox et al., 
2015). Others have also thought of resilience as a stable trajectory of healthy functioning, 
characterized by a relatively brief period of imbalance, but otherwise continued health after 
adversity (Bonanno, Westphal, & Mancini, 2011; Southwick, Bonanno, Masten, Panter-Brick, 
& Yehuda, 2014).  
 Critics of these notions argue that the definitions are misleading as they imply that 
generally more than average functioning (innate or acquired) for resilience to occur than that 
                                                          
12 Note that outside of human existential capacity, systems can also be referred to as exhibiting resilience if they 
have the capacity to successfully adapt to circumstances that threaten their existence, functionality, or 
development (Masten, 2014, 2015).  
13‘Acquired immunity’ is disease protection not innate but acquired during life through antibody development 
after an attack of an infectious disease or through passage of antibodies through the placenta by a pregnant mother 
to a fetus or by vaccination (Abbas, Lichtman, & Pillai, 2014). 
  
27 
 
exhibited by others faced with similar levels of adversity/challenges (Herrman et al., 2011; 
Hollinshead, 2016; Maclean et al., 2016; Rutter, 2012; Truffino, 2010). Using the word 
‘bounce back’ loosely has the danger of implying ‘elasticity’, that after facing adversity one 
can reorganize and regain the basic structure, ways of functioning, and identity similar to pre-
crisis levels (Fox et al., 2015). This is hard to envision since many who have encountered 
adversity rebound in a positive way, not necessarily back to pre-crisis levels (sometimes 
dependent and pre-adolescent life development stages) but emerge as a strengthened and more 
resourceful "competently functioning" person able to use healthy adaptive coping strategies 
and confident to deal with further challenges (Gartland, Bond, Olsson, Buzwell, & Sawyer, 
2011; Rutter, 2012). Further, resilience definitions based on complete absence of current 
expressions of trauma do not also stand up to scrutiny. This is because some survivors do 
function at a high level, after successfully seeking and utilising resources, but still have 
psychopathology following adversity (Southwick et al., 2014). On the other hand, ascribing an 
individual as resilient on account of having individual strength and equating resilience to 
productivity or to having a ‘stable trajectory’ is problematic. First, it puts weight on the ability 
to bounce back on the individual/community while negating the larger socio-economical and 
environmental factors promoting intergenerational trauma (Hollinshead, 2016; Maclean et al., 
2016). Second, one’s productivity after adversity as doing this can make people at any stage 
of their healing process feel unworthy if they are not employed or successful (being 
‘productive’) by other means. Many people are in the middle of struggling, not working 
or “being productive” according to societal definitions (Aburn et al., 2016; Hollinshead, 
2016), but have consciously made an effort to proceed towards reintegration and as such they 
don’t submit to the negative effects of trauma (Southwick et al., 2014; Yehuda & Flory, 2007). 
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 Most researchers now regard resilience as neither a trait nor unique capacity but a 
dynamic developmental process through which, following the experience of adversity/trauma, 
one or a group overcome(s), positively cope(s) with or adapt(s) to the adversity/trauma and its 
negative effects/ trajectories (Dale et al., 2014; Fergus & Zimmerman, 2005; Fleming & 
Ledogar, 2008; Fox et al., 2015; Herrick, 2011; Rutter, 2012; Truffino, 2010) and is able to 
utilize sustainable resources for health and well-being (Panter-Brick & Leckman, 2013; 
Southwick et al., 2014). Mediated by differing protective factors operating around the 
individual or group, the meaning of resilience and resilience capacity may be specific and 
unique to the given culture and context at any one time, and those recovering from trauma may 
show resilience acquisition and maintenance periods, as well as times of fragility (Aburn et al., 
2016; Gartland et al., 2011; Herrick, Stall, Goldhammer, Egan, & Mayer, 2014; Herrman et 
al., 2011; Isaak et al., 2015; Ungar, 2008). Further, because of the dynamic nature of resilience, 
and the need for it to be inferred from survivors individual/group variations in outcomes 
following adversity, researchers have not reached any consensus on the practical/operational 
definition of the concept (Fox et al., 2015; Maclean et al., 2016; Rutter, 2012). It remains vital, 
however, to recognise that as a means of understanding, developing, and enhancing the 
healthcare quality, resilience offers a viable approach especially when a clear and succinct 
definition is agreed upon per given situation (Aburn et al., 2016; Fox et al., 2015). 
 Researchers have indicated that, for resilience to occur it is paramount for one to have 
sufficient access to protective factors; they are the building blocks of resilience, exerting 
influence on multiple levels (Herrick, 2011). These factors include:  
• the individual factors such as developmental stage, age, individual personality, 
emotional regulation, self-esteem, mastery;  
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• dyadic factors such as building and maintaining a social bonding-relationship;  
• supportive relationships with family members (Kirmayer, Sheiner, & Geoffroy, 2016);  
• community supports such as social services and primary care givers; and, 
• cultural factors including belief in traditional culture and values and participation in 
cultural practices (Dion-Stout & Kipling, 2003; Fast & Collin-Vézina, 2010; Public 
Health Agency of Canada, 2012b).  
 Protective factors work in three ways, as explained in the compensatory, protective, 
and challenge models for resilience promotion (Fleming & Ledogar, 2008). First, type I 
protective factors (compensatory model) are directly associated with positive outcomes. 
Protective factors may thus be directly associated with reduced odds of both syndemics14 and 
HIV morbidity and mortality. Type II protective factors (protective model) serve to moderate 
the relationship (i.e., only have a buffering effect) between adversity and risk by providing the 
individual with assets and resources with which to cope with the adversity. It is likely that some 
protective factors directly associated with resilience (type I factors) may also function as 
moderators of risk (type II factors) (Herrick, 2011). The third model (challenge model) has a 
curvilinear relationship between risk and negative health outcomes: high or low levels of risk 
result in a positive relationship between risk and outcomes; moderate levels of risk result in no 
deleterious outcomes as individuals would have learned how to cope with or avoid the 
associated outcome. This model may be difficult to apply in marginalized populations as there 
is a constant, accompanying institutionalized level of adversity (Herrick et al., 2014).  
                                                          
14 Syndemic refers to “two or more afflictions, interacting synergistically, contributing to excess burden of disease 
in a population” (Herrick, 2011; Wilson et al., 2014).  
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 Recently, in relation to individual and community resilience, researchers have begun 
to widen their view of protective factors to include the role of system capacity, i.e., critical 
infrastructure, including institutional structures such as property rights or agencies for regional 
engaged governance, and operational resources, dimensions which are usually neglected 
(Maclean et al., 2016; Neocleous, 2013). This is due to recognition that these can create 
incentives and may result in worthy outcomes for natural resource maintenance and its 
sustainable use thereof. This can be through providing vision, leadership and trust, enabling 
legislation and norms, funds to respond to change, capacity to monitor and respond, and 
standardised, consistent information and knowledge flow networks (Maclean et al., 2016). 
Such incentives can be very useful where Indigenous peoples are concerned as they are very 
directly dependent on the ecosystem and natural resources for their livelihoods (Maclean et al., 
2016). Having said this, it is clear that the hypothesized resiliency factors would thus 
conceivably vary in how they would fit into any conceptual model for a resiliency pathway 
(Herrick et al., 2014). This extends to the context(s) in which the models are applied, as the 
contexts exhibit differing levels of resilience to support an individual/group (e.g., infrastructure 
for structural resilience - access to good healthcare, education and secure housing) (Southwick 
et al., 2014). 
 Here in Canada, resilience is currently being studied in high-risk groups following 
exposure to trauma, including trauma suffered during childhood years. The Resilience Theme 
research group, Preventing Violence Across the Lifespan Research Network (“PreVAiL”), 
established in 2009, explains that in the dynamic process of resilience there is interaction 
between biological, environmental, and psychosocial factors enabling for development of, 
maintenance or regaining of one’s mental health in the face of adversity for an individual 
regardless of their stage of life (Public Health Agency of Canada, 2012b).  
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 With respect to Indigenous peoples, during colonization they endured trauma and were 
deprived of the environment for identity reconstruction (language, beliefs, rituals, institutions, 
etc.), their tools of resilience (Dion-Stout & Kipling, 2003; Kirmayer et al., 2016). Resilience 
in their communities is thus a long process of healing that allows supplanting the trauma 
experienced and reclaiming cultural identity, the resurrection of various rituals and cultural 
practices, retaining key elements of structure and identity that preserve the distinctness of the 
Indigenous community or cultural system (Realbird et al., 2016; Tousignant & Sioui, 
2009). Explaining adversity through story telling fosters a sense of coherence between peoples, 
high self-esteem, and a strong sense of Indigenous identity thus protecting against disease 
syndemics (Herrick, 2011). Other characteristics of cultural resilience in Indigenous 
communities include: resistance to unfair treatment (i.e., refusing policies or outside aggression 
seen as detrimental to one’s identity, health and wellbeing), spirituality, forgiveness, and 
holism; the valuing of children as gifts from the Creator, use Elders to serve as “resilience 
tutors” to children; the maintenance of close family relationships and supportive social 
networks (Dion-Stout & Kipling, 2003; Tousignant & Sioui, 2009); and, participation in 
traditional ceremonies (Fallot, 2008; Government of Canada, 2015a; McCue, 2016). 
 Reintegration, in which the experience of adversity leads individuals to a new level of 
growth (Fleming & Ledogar, 2008; Isaak et al., 2015; Rutter, 2012), is also a part of the concept 
of cultural resilience. Reintegration is akin to the posttraumatic growth (PTG) concept. PTG 
refers to positive psychological change secondary to one’s struggle with a highly challenging, 
stressful, and traumatic event (Calhoun & Tedeschi, 2004; Joseph, 2009; Triplett, Tedeschi, 
Cann, Calhoun, & Reeve, 2012). PTG is based on the assumption that many people who are 
forced into the struggle to deal with trauma ultimately, through cognitive effort (a conscious, 
“reflective” rumination) find meaning in their trauma, grow and gain satisfaction in life 
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(Joseph, 2009; Triplett et al., 2012). With respect to Indigenous peoples facing adversity, this 
‘‘meaning-making’’ or hope aspect of PTG embodies cultural resilience (Panter-Brick & 
Leckman, 2013). Hope is the conviction that life makes sense, despite the brutal, stressful, and 
chaotic turn out. Having this sense of hope affords meaning and order to survivors of HT and 
helps them coherently articulate their lived experiences linking the present to the past and the 
future. One works towards achievement of a better future, as one lives through each day 
striving to harness resources against socioeconomic and political-level odds that hinder 
opportunities, holds more importance than past adversity (Southwick et al., 2014). Individuals 
thus redefine their beliefs and rebuild their assumptive world, reexamining many aspects of 
their lives and recognizing growth on domains of personal strength, relationships with others, 
appreciating life, spirituality, and the possibility of new opportunities (Calhoun & Tedeschi, 
2004; Herrman et al., 2011; Triplett et al., 2012). 
 In Canada, this experience of HT through colonization and the residential schools’ 
program has led to differential power structures that have over centuries undermined 
Indigenous peoples’ role in and self-determination of their own healthcare (Brascoupé & 
Waters, 2009). Today predominant Western approaches to healthcare continue to neglect 
Indigenous peoples’ healthcare needs as well as promote non-recognition of their strengths or 
resiliencies (Gerlach, 2012; Warry, 2007). This has culminated into propagation of culturally 
unsafe15 Euro-Canadian culture-based healthcare practices (Brascoupé & Waters, 2009) in the 
healthcare system that fall short of meeting specific needs of healthcare providers and 
Indigenous patients in need (National Aboriginal Health Organization, 2013). In their 
environments of work, healthcare providers unconsciously recreate the historic trauma 
                                                          
15 ‘Culturally unsafe practice’ refers to any action that either disempowers, demeans or diminishes one’s cultural 
identity and well-being (Brascoupé & Waters, 2009). 
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survivors went through and may thus re-traumatize patients inadvertently leaving them feeling 
unsafe, humiliated, rejected or alienated and, as such, not keen to access healthcare (National 
Aboriginal Health Organization, 2013). 
 Over the years, literature has shown that there has been a failure by the Canadian 
government, through its institutions and health policies, to provide optimal and lasting health 
and well-being outcomes for Indigenous peoples (Brascoupé & Waters, 2009; National 
Aboriginal Health Organization, 2013). This has been partly due to Indigenous affairs, both in 
public administration and legislation, being envisioned and delivered through paternalistic-
based colonial approach as exemplified in the attitudes continuously promoted by the Indian 
Act. The Act promotes culturally unsafe practices through its continued imposition of Western 
norms, power structures, and policy-making in the disguise of building Indigenous ‘self-
determination’ (Brascoupé & Waters, 2009). This unsatisfactory status quo option has seen 
Canada suffer great socioeconomic consequences in terms of health and wellbeing outcomes 
and Indigenous peoples’ inclusiveness in society (Brascoupé & Waters, 2009). For Canadian 
healthcare providers and policy makers, a brief overview of cultural safety here may help them 
question and critically reflect on their relational position with Indigenous peoples seeking care 
and unravel perspectives that can better shape clinical practice in the modern era.  
2.3 Cultural safety: a key concept in Indigenous healthcare  
 Over the years, many researchers have come to regard cultural safety as a concept 
guided by distinct principles of protection, partnership and participation (Browne et al., 2009; 
DeSouza, 2008; Gerlach, 2012; Papps & Ramsden, 1996). Originally the term cultural safety 
was coined in the 1980s by Irihapeti Ramsden, a New Zealand Maori nurse (Gerlach, 2012). 
Improving the health outcomes and the quality of healthcare for Indigenous populations, 
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including the promotion of social justice and enactment of equity to remedy health disparities, 
served and continues to serve as the primary purpose of cultural safety (Browne et al., 2009; 
DeSouza, 2008). In contemporary Indigenous health literature, cultural safety is seen as a vital 
for development and delivery of health policies and services (Brascoupé & Waters, 2009; 
Gerlach, 2012).  
 Proponents of cultural safety posit that colonialism and its consequences directly 
resulted in major health disparities in Indigenous peoples. Indigenous peoples’ health and 
wellbeing and healthcare services they can access are thus seen to be influenced by 
socioeconomic, historical and political contexts. Further, cultural safety views culture as a 
complex shifting relational process within a historical, economic and sociopolitical 
environment with underlying relationships of power (Gray & Thomas, 2006). Culture is 
therefore enacted relationally through history, one’s experience, gender preferred and position 
in society (Browne & Varcoe, 2006). Cultural safety moves over and above traditional notions 
of cultural awareness and the acknowledgement of difference; cultural sensitivity, which 
emphasizes the importance of showing respect towards difference; and cultural competence, 
which weighs heavily on the skills, knowledge, and attitudes of care providers (Carberry, 1998; 
Hart-Wasekeesikaw & Gregory, 2009; Polaschek, 1998).  
 Cultural safety extends our view of culture to a vital discourse focusing beyond the 
ascribing of other persons as ‘of the other culture’ or ‘exotic’, solely blaming one’s race or 
ethnicity for his/her values, beliefs, attitudes and behaviours, to addressing power inequities 
(requiring self-reflection on care providers on the impact of their own historical, cultural and 
social perspectives, and shifting power towards the healthcare end-user) and social change 
(Baba, 2013; Brascoupé & Waters, 2009; DeSouza, 2008; Gerlach, 2012; Hart-Wasekeesikaw 
& Gregory, 2009). Cultural safety recognises that there exists established paternalistic relations 
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of power and authority within healthcare policies and practices, as well as prejudice, 
discrimination, and racism lead to inequities in healthcare outcomes for Indigenous peoples in 
Canada (Adelson, 2005; Baba, 2013; Browne, 2009; Gerlach, 2012; Hart-Wasekeesikaw & 
Gregory, 2009).  The concept then helps us understand power differentials operating within 
healthcare delivery (National Aboriginal Health Organization, 2008b; Shah & Reeves, 2015; 
Spence, 2001) and enables us to: expose the historical, social, and political contexts of 
healthcare; consider the effects of racism, discrimination, and prejudice; acknowledge that 
recipients of care determine cultural safety; acknowledge the limitations of ‘culture’ in terms 
of access to care; and, challenge and balance power relations to enable patients’ access and 
safe navigation through the healthcare system (Baba, 2013; Gerlach, 2012; Smye, Josewski, & 
Kendall, 2010).  
 The primary position of Indigenous peoples as the first inhabitants of the land before 
contact is one key element of the cultural safety concept. As such, according to the Indigenous 
Physicians Association of Canada (IPAC) and the Association of Faculties of Medicine of 
Canada (AFMC), education on Indigenous peoples’ history is paramount for equipping 
healthcare providers with the necessary knowledge to competently relate/communicate with 
patients in all realms including spiritual and provide services responsive to Indigenous peoples’ 
needs (Baba, 2013; Gerlach, 2012; National Aboriginal Health Organization, 2008b). In 
Canada, in contrast to multicultural approaches that tend to ignore power differentials among 
different groups, in a culturally safe environment healthcare providers are expected to embrace 
self-reflection (on a foundation of a clear understanding of differentials of power) to advance 
trusting relationships with Indigenous peoples (Baba, 2013; Lavallee et al., 2009). Healthcare 
providers are also expected to be conversant with residential schools’ intergenerational impact 
on healthcare access and outcomes, and show emphasis on shared responsibility of healthcare 
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in an environment of respect (of one’s culture and religious beliefs) and acceptance (of each 
person’s reality and knowledge as valid and valuable) in their encounters with Indigenous 
peoples (Browne & Varcoe, 2006; Gerlach, 2012; Shah & Reeves, 2015). 
 In line with this, Indigenous health organizations have adopted cultural safety and this 
has seen the National Aboriginal Health Organization (2008) develop its own succinct 
definition: “Cultural safety refers to what is felt or experienced by a patient when a healthcare 
provider communicates with the patient in a respectful, inclusive way, empowers the patient in 
decision-making and builds a healthcare relationship where the patient and provider work 
together as a team to ensure maximum effectiveness of care” (National Aboriginal Health 
Organization, 2008, p. 19).  
 In terms of responsiveness and effectiveness of cultural safety in practice, critics cite a 
lack of clear and comprehensive practice framework responsive to and easily translated by both 
healthcare providers and care users who significantly vary in how they experience and interpret 
healthcare (Brascoupé & Waters, 2009; Browne, 2009; Gerlach, 2012). Since it is unlikely that 
organizational expectations and policies are under the full control of an individual healthcare 
provider, it remains unclear how much the transfer of power to Indigenous peoples is supported 
or hindered, and to what extent healthcare users can manage their power to self-determine the 
cultural safety of their care (Gerlach, 2012). Further, for this concept to adequately address 
health inequities a means of translating the critical underpinnings of cultural safety into 
practice settings may need to be developed (Browne et al., 2009; Gerlach, 2012). 
 As this definition suggests, however, the concept of cultural safety may potentially be 
of huge importance in the development and implementation of policies and services for 
healthcare in Indigenous peoples beginning from a systemic process of conversion undertaken 
by the dominant healthcare culture with meaningful participation of Indigenous peoples as 
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decision-makers or valid and respected self-advocates freely exercising their power to 
determine cultural safety in their care (Baba, 2013; Brascoupé & Waters, 2009; Lavallee et al., 
2009; National Aboriginal Health Organization, 2013; Shah & Reeves, 2015). 
2.4 Importance of male Sexual Health with respect to HIV/AIDS 
 In today’s world, a good number of people tend to have more casual and short-term 
partners as well as engage in serial monogamous relationships resulting in an overall increased 
number of sexual partners  (Calsyn, Campbell, Tross, & Hatch-Maillette, 2011; Spring, 2012). 
Research has shown that males engage more often than females in risk-taking behaviors such 
as unprotected sexual intercourse and substance abuse (Hogg et al., 2001; Lorber & Moore, 
2002; Stock, Wille, & Krämer, 2001). The tendency for condom use with a current partner 
decreases with increased duration of a relationship (Maticka-Tyndale, McKay, & Barrett, 
2001). The proportion of males reporting more than one partner is double the number of 
females, with only half of the males actually using a condom in their last encounter (Darroch, 
Singh, & Frost, 2001; Hansen, Mann, Wong, & McMahon, 2004). The number one reason for 
their not using condoms the last time they had sexual intercourse being ‘did not expect to have 
sex’ (Boyce, Doherty, Fortin, & Mackinnon, 2003).  Males are also less likely to either seek 
help (Galdas, Cheater, & Marshall, 2005; Kahn, 2007; Mansfield, Addis, & Mahalik, 2003) or 
perceive themselves at risk for health problems (Courtenay, 2000b; O’Brien, Hunt, & Hart, 
2005). In some societies, harmful social and cultural norms related to being male are promoted 
(O’Farrell, 2007). These include: that men should not cry, that help-seeking when one is sick 
is feminine, that health services are primarily for women (Bilsker et al., 2010; Johnson et al., 
2008), and that men should normally be macho, live hard, take risks, and party (Bowering, 
2012; Northern Health, 2011). Such norms discourage males from seeking sexual health 
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services while fostering risk-taking behavior such as having multiple casual sexual 
relationships or engaging in drug abuse (The International HIV/AIDS Alliance, 2010).  
 The increasing rate of HIV/AIDS partly reflects increased vulnerability, lack of 
adequate sexual health knowledge, and limited use of it when available, among other factors. 
The number of people living with HIV and AIDS in Canada rose by 14% between 2005 
(estimated 57,000 people) and 2009 (approximately 65,000 people). Men who have sex with 
men (MSM) accounted for the greatest proportion (57%) of new HIV infections in 2011 (Public 
Health Agency of Canada, 2014). In 2008, IDU accounted for 21% of new HIV infections 
(Public Health Agency of Canada, 2010a). Sharing syringes for drug injection is a well-known 
route of HIV transmission, yet IDU contributes to the epidemic’s spread even to those who do 
not take part in the practice. This is because people who have sex with an IDU are also at risk 
for infection through sexual transmission of HIV (Chavoshi et al., 2012; Strathdee & 
Stockman, 2010; Wood et al., 2008). The number of HIV patients attributed to poor sexual 
health knowledge or lack of use of condoms and the inter-play between these and drug use is 
obscure but certainly the former plays a big role.  
 In BC, HIV transmitted through sexual contact between males also continues to rise. 
For example, in 2006, the greatest number of new positive infections was reported among 
MSM (British Columbia Centre for Disease Control, 2006). By 2011, this continued to be the 
case with MSM accounting for 57.8% (167 cases) of new positive HIV infections (British 
Columbia Centre for Disease Control, 2012). The number among IDU however, decreased in 
2011 to 35 (12.1%) from 52 (17.3%) new positive HIV tests in 2010 (British Columbia Centre 
for Disease Control, 2012). While this shows some improvement and a possible reflection of 
continued efforts to reduce injection drug use in BC (Volkow & Montaner, 2010), it is still 
particularly difficult to estimate the effect of HIV on males today since the virus is likely to 
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remain undetected for many years, in those who have not come forward to be tested, resulting 
in low rates of known infection. All this underscores the importance of considering both the 
contributors of negative health outcomes and factors that help other males to cope and live long 
and healthy lives. One’s sexual health is important throughout life because decisions about 
health that lead to the best possible choices occur when a strong foundation has been set from 
the earliest days of life, and when accessible information, education, supports and effective 
services to enable health are in place. In the HIV/AIDS era, there is a need for commitment to 
making sexual health issues a priority so that males can be able to make well informed risk-
reducing decisions, and contribute to reducing the burden caused by poor sexual health. 
2.5 The situation for Indigenous males: the Sexual Health, HIV/AIDS, and HT connection 
 The presence of HIV/AIDS in Indigenous communities is a high-priority research topic 
globally (Aguilera & Plasencia, 2005; Duncan et al., 2010; Foley et al., 2005). In Canada, it is 
even more important because Indigenous peoples are a significant part of a growing population 
that has culturally unique healthcare needs. Demographic profiles indicate that the Indigenous 
population has been increasing by more than twice the rate of the general Canadian population. 
The decade from 1996 to 2006 saw a 45% growth in the Indigenous population while the rest 
of the population grew by only 8% during the same period (Statistics Canada, 2008). The 
former increase is generally attributed to increased Métis self-identification or ethnic mobility 
(changing the way one reports his/her identity from census to census) (Senate of Canada, 
2012). The Indigenous population also comprises a young population of childbearing age, with 
one-third younger than 15 and over half younger than 25 years of age (Statistics Canada, 2008).  
 Overall, limited data available show that Indigenous peoples have an increased risk for 
long-term health problems as compared to the general public  (Hampton et al., 2007; Pearce et 
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al., 2015). The rates of HIV and AIDS are higher in Indigenous communities as compared to 
the general public (Public Health Agency of Canada, 2007). The HIV/AIDS epidemic is 
levelling off in the general population, but rapidly increasing in Indigenous populations 
(Duncan et al., 2010). It thus poses a serious and ongoing health concern in these communities.  
 There are roughly one and a half million Indigenous peoples in Canada, accounting for 
approximately 4.3 percent of the total population (Statistics Canada, 2016). However, the 
PHAC estimates that Indigenous peoples accounted for 8.0 percent of persons living with HIV 
in Canada at the end of 2011 and 12.2 percent of all new HIV infections in 2011 (Public Health 
Agency of Canada, 2012a). This shows an overall infection rate in Indigenous persons nearly 
3.5 times higher than among non-Indigenous. According to estimates from the Public Health 
Agency of Canada, in 2011 there were on average 11,700 people living with HIV/AIDS in BC, 
and 380 incident infections (Public Health Agency of Canada, 2011a). While among the BC 
population, Indigenous peoples account for 5 percent, there are on average 63 new positive 
HIV tests among Indigenous peoples per year. This accounts for 18 percent of all new positive 
HIV tests each year (British Columbia Centre for Disease Control, 2012). Recent research also 
shows that the average age at HIV diagnosis for Indigenous peoples is less than for other ethnic 
groups. Among Indigenous peoples, almost a third (32.6%) of the positive HIV test reports 
from 1998 to the end of 2008 were youth aged 15-29, compared to 20.5% among those of other 
ethnicities (Public Health Agency of Canada, 2011a). The rate of deaths due to HIV/AIDS 
disease for the Indigenous population has more than doubled since 1993 (0.8 per 10,000 in 
1993 to 1.9 per 10,000 in 2006), while for other residents it decreased significantly in the same 
period (0.8 per 10,000 in 1993 to 0.2 per 10,000 in 2006) (Kendall, 2009).  
 Many Indigenous peoples are at increased risk of these sexual health problems due to 
high-risk behavioral factors that include having an early sexual debut, usually with older 
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partners, than their non-Indigenous counterparts. A 2003 Canadian Community Health Survey 
found that 28% of respondents between ages 15 and 17 years reported already having had sex 
compared to 46.1% First Nations respondents of the same age (Statistics Canada, 2003). Other 
risk factors include inconsistent condom use, having multiple lifetime sexual partners, and 
engaging in alcohol and drug abuse (Chavoshi et al., 2012; MacDonald & Wong, 2007; 
McKay-McNabb, 2006). Among Indigenous Canadians in 2008, the reported proportion of 
new HIV infections due to IDU (66%) was much higher than among all Canadians (17%) 
(Pearce et al., 2008). Indigenous peoples are also more likely to use no method of contraception 
at first intercourse and to be less knowledgeable about effectiveness of various contraceptive 
methods (Canadian Federation of Sexual Health, 2007; Hampton et al., 2007). Compounding 
the situation, in First Nations communities, young males show less interest than females in 
being tested for HIV/AIDS (29.5% versus 39.0%) (Assembly of First Nations, 2003). In some 
communities, seeking HIV testing remains a deeply stigmatized behavior (Goldenberg, 
Shoveller, Koehoorn, & Ostry, 2008; Shoveller, Knight, Johnson, Oliffe, & Goldenberg, 2010). 
These indices are worrying, especially in rural and remote communities where HIV testing and 
AIDS treatment is either limited or unavailable (Bertolli et al., 2004; Lavoie, O’Neil, & 
Reading, 2009).  
 In the Indigenous population, most of these factors or high-risk behaviors stem from 
the long history of colonization and systemic discrimination that led to inequities across 
generations (Foley et al., 2005; Kendall, 2009). Colonial policy examples  such as residential 
schools not only interrupted traditional Indigenous knowledge transmission, but also created a 
sexual and spiritual abuse legacy which has had a negative impact on the contemporary 
generation of males (Hampton et al., 2007; Pearce et al., 2015). This abuse was promoted by, 
among other reasons, the fact that forced assimilation eroded puberty rites and incest taboos 
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that traditionally reduced vulnerability of Indigenous children (Chavoshi et al., 2012). 
Adherence to HIV/AIDS therapy, for example, could be reduced through the development of 
dysfunctional coping mechanisms, such as substance abuse. It may also be because those who 
had experienced HT in one way or another blamed themselves, exhibited low self-esteem, 
insecurity, and fear all which may have led to a feeling of resentment, or of not being wanted/ 
accepted in society and a negative outlook on life which led them not to take their medication 
(Chongo et al., 2011). The development of such behaviours has, however, been seen as both 
dysfunctional and healthy (Fernandez & Huey, 2014; Sellars, 2013). Wesley-Esquimaux and 
Smolewski (2004, p. 3) assert that such behaviours may either “help the individual survive 
untenable situations” or leave one in an “imbalanced state and/or blaming oneself, lacking trust 
and acting out the abuse they experienced in many dysfunctional ways”.  
2.6 Adherence to Highly Active Antiretroviral Therapy: Barriers and Success factors 
 According to different studies, taking ≥ 95% of doses of prescribed HAART regimen 
are required for full viral suppression16 in approximately 80% of those living with HIV/AIDS: 
this equates to “adherence” as measured over a 24 week period of treatment (Department of 
Health and Human Services, 2014; Gokarn, Narkhede, Pardeshi, & Doibale, 2012; Kapadia et 
al., 2008; Minkoff et al., 2010; Nelson et al., 2010; Viswanathan et al., 2015). This means not 
missing more than one dose in any one month, if on once daily HAART. In HIV infected 
patients, achieving HAART adherence is critical for long-term HIV suppression, avoiding 
                                                          
16 Viral suppression refers to maintenance of a viral load below level of detection (≤50 copies per ml) by available 
assays (World Health Organisation, 2013).  
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therapeutic failure17, aiding recovery of CD4 count18, reduction of both drug resistance19 and 
HIV transmission risk, better health outcomes, and survival overall (AIDSinfo, 2016; Beith & 
Johnson, 2006; Chesney, 2006; Cohen et al., 2011). However, due to barriers, achieving high 
levels of adherence has proved to be challenging for many individuals. According to most 
research, the overall percentage of HAART doses taken internationally as prescribed varies 
between 63-93% (Gokarn et al., 2012; Markos, Worku, & Davey, 2008; Nachega et al., 2004; 
Tsega, Srikanth, & Shewamene, 2015; Wanchu, Kaur, Bambery, & Singh, 2007). Here in 
Canada, for example, according to the 1996 to 2010 HAART Observational Medical 
Evaluation and Research (HOMER) population-based cohort in BC, in which HAART was 
given out free of charge, there was an average of 71% adherence in men with a low of 54% in 
Indigenous men in the first year (Puskas et al., 2012). Identifying those with challenges related 
to HAART adherence has thus been a cornerstone of recent research and reveals the need for 
implementing appropriate corrective strategies. 
 In general, adherence to HAART can be influenced by a host of factors. These are: 
• a patient’s age, with adults facing fewer challenges than adolescent and young adult 
HIV patients, (Rudy et al., 2009; Ryscavage, Anderson, Sutton, Reddy, & Taiwo, 
2011);  
• motivation and other behavioural factors (Chander, Lau, & Moore, 2006; Conway, 
2007);  
                                                          
17 Therapeutic failure is the presence of ≥1000 copies per ml according to current virological criterion (World 
Health Organisation, 2013). 
18 CD4 count is a measure of the number of helper T cells per cubic millimetre of blood, used to analyze the 
prognosis of patients infected with HIV. CD4 or T-cells are specialized cells in the immune system that help 
protect the body from infection. HIV attacks these types of cells and uses them to make more copies of HIV. And 
in doing so, HIV weakens the immune system, making it unable to protect the body from illness and infection. 
19 Drug resistance occurs when, after HIV is established in the body, the virus mutates to a form non-treatable 
with current course of HAART (World Health Organisation, 2014a). 
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• the patient’s  clinical condition (Buzón et al., 2010);  
• the psychosocial situation/environment (Halkitis, Shrem, Zade, & Wilton, 2005; 
Stirratt et al., 2006); 
• a lack of safe and affordable housing (Spaxman, 2009);  
• the HAART regimen prescribed, with once-daily regimens being easier to take and 
better tolerated (Nachega et al., 2014; Parienti, Bangsberg, Verdon, & Gardner, 2009; 
Raboud et al., 2011);  
• the information received by the patient about HIV and HAART, including the 
importance of strict adherence and risk of developing drug resistance through 
suboptimal adherence (Kozal, 2004; Parsons, Golub, Rosof, & Holder, 2007);  
• the patient-provider relationship (Schneider, Kaplan, Greenfield, Li, & Wilson, 2004); 
and,  
• structural factors and practices that may or may not facilitate adherence (Fisher, Fisher, 
Amico, & Harman, 2006), such as the comprehensiveness and multidisciplinary nature 
of the clinical setting (Department of Health and Human Services, 2014). 
 With regards to Indigenous men living with HIV and AIDS, a recent literature review 
and qualitative study (Chongo et al., 2011) uncovered a host of factors that determine HAART 
adherence. Factors as to why one may specifically not adhere to their treatment include:  
• historic trauma resulting in low self-esteem and a sense of hopelessness (Barlow, 2003; 
Craib et al., 2003);  
• psychological stress, self-destructive behaviour and other destructive individual coping 
mechanisms (Mill et al., 2007; Rintamaki, Davis, Skripkauskas, Bennett, & Wolf, 
2006);  
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• stigma and discrimination encountered in the community and within clinical settings 
(Mill et al., 2007);  
• inadequate methadone maintenance therapy programs (Muga et al., 2004); and, 
• a general lack of funding and services (Knobel et al., 1999; Smye, Browne, Varcoe, & 
Josewski, 2011; Spittal et al., 2007).  
 Regarding the funding issue, my study took note of former Prime Minister Stephen 
Harper’s apology to residential school survivors and acknowledgement of their trauma 
experience (Prime Minister of Canada, 2008). However, since the apology and the appointment 
of a Truth and Reconciliation Commission [TRC] (Truth and Reconciliation Commission, 
2012), instead of taking more positive action to address the consequences of HT reflected in 
Indigenous communities today, there has been a disturbing pattern of events. First, according 
to the Health Sciences Association (HSA), in 2009, the BC Health Ministry delivered severe 
funding cuts to Community-Based Health Organizations (CBHO’s) that serve HIV/AIDS 
patients (Sobrino, 2009). The federal government followed suite by massively cutting funding 
to the Aboriginal Healing Foundation (AHF) resulting in a failure of provision of cultural 
healing services to Indigenous people through community projects across Canada (Rolbin-
Ghanie, 2010). This was followed by the announcement, in 2012, that the federal government 
was cutting funding to the National Aboriginal Health Organization (NAHO), an organization 
that highlights Indigenous health issues and the advancement and promotion of health and 
well-being of all Indigenous individuals, families and communities who happen to be poorer, 
less healthy, and the most disenfranchised in the country (Bright, 2012; Picard, 2012). 
 On a positive note, some studies have attributed better adherence to HAART in 
Indigenous men living with HIV and AIDS to the following factors:  
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• availability of appropriate counselling (Knobel et al., 1999; Zaric, Bayoumi, Brandeau, 
& Owens, 2008);  
• traditional beliefs on spiritual balance (McLeod, 2004; Montour, 2000);  
• participation in traditional ceremonies (McCormick, 1997; Poonwassie & Charter, 
2001);  
• development of survival skills (Chongo et al., 2011; Wesley-Esquimaux & Smolewski, 
2004);  
• availability of support services (such as a methadone maintenance therapy program) 
and funding (Hernández et al., 2009; Muga et al., 2004);  
• provision of outreach intervention or a medication pick-up system  (Berrien, Salazar, 
Reynolds, & McKay, 2004; Krüsi, Wood, Montaner, & Kerr, 2010; Needle et al., 
2005); and  
• education of caregivers and the general public on Indigenous history and culture (Link 
& Phelan, 2006; Rintamaki et al., 2006).  
 While most of the previous literature focused on single explanatory factors, the study 
by Chongo and colleagues showed that factors leading to low HAART adherence were 
interconnected (see Figure 1) and highlighted the importance of addressing all factors together 
in order to manage the problem of low adherence (Chongo et al., 2011).  
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Figure 1. Factor Interconnectedness: low adherence focus. Adopted from Chongo et al., 2011 
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 This view of interconnectedness is akin to the concept of syndemics in which the 
experience of a co-interaction of psychosocial health problems may increase ones’ HIV risk, 
incidence, and prevalence (Herrick et al., 2014; Mustanski, Garofalo, Herrick, & Donenberg, 
2007; Stall et al., 2003). There may thus be high vulnerability to HIV among Indigenous men 
as psychosocial, structural and other factors interact in the context of stigma and 
discrimination. Since syndemics may occur over a period of time, negative health outcomes 
throughout the life-course may be as a result the collective impact of early life events and 
ongoing cultural and social marginalization (Herrick, 2011; Kurtz, Buttram, Surratt, & Stall, 
2012). For example, HT (physical, sexual abuse, and cultural genocide) can lead to unresolved 
pain, unhealthy behaviours (for example substance abuse, multiple sexual partners), and 
increased vulnerability to HIV acquisition. Those who are Indigenous, living with HIV/AIDS 
or who abuse drugs can then be marginalized and discriminated against, leaving them 
homeless, unemployed, with low self-esteem or in a depressed state. This further leads to 
forgetting medications or lack of interest in HAART adherence and increased morbidity and 
mortality (Chongo et al., 2011; McCarthy et al., 2010). 
 Universal initiation of HAART at early stages of HIV may be hindered by the 
requirement to achieve ≥95% adherence for treatment effectiveness as physicians, irrespective 
of new guidelines advocating for HAART initiation in all HIV-infected patients regardless of 
disease stage20  (AIDSinfo, 2016; World Health Organisation, 2013), may be reluctant to 
prescribe HAART to patients universally early in the infection due to concerns about the ability 
                                                          
20 Based on moderate-quality evidence from randomized controlled trials and observational studies showing that 
initiating HAART below the previously recommended threshold of CD4 count ≤350 cells/mm³ reduced mortality, 
disease progression, vertical HIV transmission and serious adverse events (Emery et al., 2008; Granich, Gilks, 
Dye, De Cock, & Williams, 2009; Hogg et al., 2001; Severe et al., 2010; Sterne et al., 2009; Vitoria, Vella, & 
Ford, 2013). 
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to maintain HAART adherence over time (Kobin & Sheth, 2011; Viswanathan et al., 2015; 
Westergaard, Ambrose, Mehta, & Kirk, 2012). Further, for patients on HAART, financial 
investment has been poured into significant amounts of resource-intensive support strategies 
for improving adherence, but these only run for short periods of time. There is a danger 
therefore that, once withdrawn, adherence to HAART and viral suppression may not be 
sustained (Viswanathan et al., 2015; Westergaard, Spaulding, & Flanigan, 2013). However, 
such concerns related to non-adherence may be not much of a barrier to initiation of modern 
HAART regimens currently available as research indicates that their effectiveness, measured 
by the durable viral suppression to <50 copies/mL, may not require adherence levels ≥95% 
(Bangsberg, 2006a; Dybul et al., 2001; Vervoort, Borleffs, Hoepelman, & Grypdonck, 2007; 
Viswanathan et al., 2015).  
 With the advent of newer, generally easier to administer, highly potent and 
pharmacokinetically better drugs for HAART (e.g., integrase strand transfer inhibitors 
(INSTIs) [e.g., dolutegravir, raltegravir], non-nucleoside reverse transcriptase inhibitors 
(NNRTIs) [e.g., etravirine, rilpivirine], and protease inhibitors (PIs) [e.g., darunavir, 
tipranavir]), viral load suppression is now possible at adherence levels of approximately 80% 
(Hughes, Robinson, Tseng, & MacArthur, 2009; Maggiolo et al., 2007; Schaecher, 2013; 
Shuter, Sarlo, Kanmaz, Rode, & Zingman, 2007; Viswanathan et al., 2015). This evidence is 
boosted by studies indicating that there are different thresholds required when taking 
antiretroviral therapies to avoid resistance mutations occurring, with the risk when taking PIs 
being significantly lower at low levels of adherence (less than 75%) than that to NNRTIs 
(Bangsberg et al., 2006; Schaecher, 2013; Vervoort et al., 2007). This evidence may help 
alleviate physicians’ concerns noted above, result in earlier engagement of patients on 
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HAART, enabling early identification of would be barriers to adherence and remedial in-depth 
counseling if needed (Viswanathan et al., 2015).  
 While this evidence has promising implications for clinical practice, healthcare 
providers should interpret and effect it with caution because promoting non-adherence to 
HAART is not the aim here. Practitioners should be wary about some patients, who may 
already be facing other barriers to adherence, drifting into the ‘suboptimal viral load 
suppression’ category as their HAART adherence may be subsequently impaired. IDUs in 
particular may still need to be ≥95% adherent to their HAART to prevent development of drug 
resistance or treatment failure due to interrupted HAART use (Gulick, 2006; Viswanathan et 
al., 2015).  
 On the background of this knowledge, and given the many factors affecting HAART 
adherence today, other researchers have chosen not to base their definition of adherence strictly 
on a dichotomised formula (<95% meaning not adherent vs. ≥95% equating to adherence) as 
they see this as too objective. They define HAART adherence as the extent to which a person 
living with HIV/AIDS is able to exercise his/her choice to start medication, his/her ability to 
manage and maintain him/herself on HAART following a given therapeutic medication 
regimen agreed upon with their healthcare provider, and their ability to adopt dietary and/or 
lifestyle changes that allow sustenance of a high level of adherence enough to suppress viral 
replication, decrease their risk of developing resistance to HAART, improve their immune 
functioning and clinical outcomes, and reduce the risk of HIV transmission (World Health 
Organisation, 2013).   
 To the patient therefore, adherence can be conceivably more subjective than objective 
(Freire, 2000), being the result of a complex interaction between the patient and their care 
providers, with the necessary conditions to achieve therapeutic success, including the trilogy 
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of information availability, motivation and adequate behavioral skills in place (Garcia et al., 
2003). Since one’s adherence to HAART may vary with differing influences over time, it 
remains vital for healthcare providers to persistently emphasize 100% adherence to HAART 
but be cautiously flexible to better prepare patients, each according to his/her needs, before 
starting HAART and to act to reduce possible barriers during their treatment in order to 
optimize adherence (Vervoort et al., 2007). 
2.7 Developments aimed at improving Adherence to HAART and Retention in Care 
 A number of varied strategies proven to be effective in improving adherence to 
HAART have been proposed over the years (Kalichman, Cherry, & Cain, 2005; Mannheimer 
et al., 2006; Remien et al., 2006). Indeed low adherence to therapy and high HIV/AIDS 
mortality can be explained in part as being secondary to high death rates in PWID who are 
more likely, in some settings, to remain off HAART for long periods of time leading to poor 
virological outcomes and increased immunological failure (El-Sadr et al., 2006; Mehta et al., 
2007; Murray et al., 2012; Evan Wood et al., 2003). In Vancouver, for example, this has led to 
the opening of supervised injection facilities (Shoveller et al., 2010) and, in the province of BC 
it is now the policy of all health authorities to target IDU for HIV treatment (Montaner et al., 
2010). In BC, support services have been implemented in inner cities, in part as a response to 
research findings that suggest that men in general in Canada deserve improved HIV/AIDS care 
(Bilsker et al., 2010; Bowering, 2012; Ogunnaike-Cooke, 2012; Wilkins, 2009). These services 
include the Seek and Treat for Optimal Prevention of HIV/AIDS initiative (Pollock, 2010), 
which has led to improvements in rates of HIV care engagement, HAART uptake and 
adherence (Gilbert, Buxton, & Tupper, 2011; Tu et al., 2013). With the recognition of 
syndemics, and the recognition of the need to consider all that factors holistically and in a 
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continuum (Chongo et al., 2011), a recently released guideline (Thompson et al., 2012) 
provides several strategies to improve adherence to therapy for HIV infected patients through 
a “treatment cascade” that begins when one is tested for HIV, and includes early patient 
engagement in therapy - ‘treatment as prevention’- and their sustained retention. This is with 
the aim of reducing onward transmission of HIV, and achieving optimal clinical outcomes 
(delays the onset of AIDS-related illnesses, and morbidity and mortality) for patients and the 
general public (Department of Health and Human Services, 2014; Grinsztejn et al., 2014). 
 For the cascade to achieve successful treatment outcomes, it calls for attention to be 
paid to effective patient linkage to, engagement, and retention in care through a 
multidisciplinary healthcare team that is both accessible and trustworthy. It also requires a 
patient motivation, readiness, and commitment assessment prior to starting HAART, including 
an evaluation of patient’s knowledge about HIV disease, prevention and therapy, and special 
attention to identify any potential barriers to adherence. This should be supported by provision 
of stable housing, employment opportunities to promote income and food security, and 
adequate facilities for early treatment of substance abuse (Thompson et al., 2012). For 
Indigenous patients, targeted interventions and services may need to, at the very least, respond 
to a patient’s immediate and individual needs, whether these be spiritual or physical  
(Blackstock, 2011; Poonwassie & Charter, 2001; Volkow & Montaner, 2010). Following this, 
adherence interventions can then be selected tailored to suit different settings and patients’ 
complex needs (Department of Health and Human Services, 2014; McLeod, 2004; Montour, 
2000). Systematic monitoring of retention in care is then required, based on which any 
problems identified can be remedied by provision of other needed resources. 
 With an understanding that individuals dealing with co-occurring health problems may 
not have the resources, physical or otherwise, to focus on their own personal HIV prevention 
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strategies (Herrick et al., 2014), the predominant public health approach has been to attempt to 
eliminate health disparities by eliminating hardship, risk factors, and/or psychosocial health 
problems that are risk factors for downstream health problems (Morgan & Ziglio, 2007). This 
‘deficit-based’ approach has been somewhat effective but may not yield the most potent 
interventions as it fails to explain the resilience exhibited by some men in the face of adversity 
and marginalization (Herrick, 2011). Applying syndemics to our enquiry may thus be crucial 
as it moves us away from focusing on a deficit-based approach while emphasizing the 
connections between social context and health outcomes, and extends the discussion to include 
forms of structural oppression. Syndemics may help elucidate the ways oppression may impact 
health directly and indirectly (Chown, 2013; Dion-Stout & Kipling, 2003). 
 Since there is evidence that resilience exists among men (Chongo et al., 2011; Chown, 
2013; Kurtz et al., 2012), a need to understand their resilience within these risky environments 
has been highlighted (Herrick et al., 2014). To attain more efficacy and effectiveness in 
HIV/AIDS work, HAART adherence facilitators/protective factors and patient’s skills for 
medication management need to be identified and interventions designed to incorporate 
naturally occurring resiliencies that manifest among male communities put in place to enable 
us to lower health disparities among men (Herrick, 2011; Herrick et al., 2014). 
 Herrick and colleagues (2011), in their studies of resilience in gay and bisexual men, 
have recently attempted to explain the process of overcoming adversity in sexual minority 
communities and individuals (Herrick, 2011). For the purposes of this study, an attempt will 
be made to extend and apply this “Cultural Resilience theory” to Indigenous men living with 
HIV/AIDS. The theory postulates that as individuals from minority communities develop or 
become stronger across the life course, they often resist cultural attacks and turn stigma and 
marginalization into pride. This ‘pride culture’ is said to further promote the resilience of 
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communities affected, communities that have suffered adversity or trauma, to negative 
messages of the dominant culture (Herrick, 2011).  
 Recently, a Canadian project - The Two-Spirit HIV/AIDS Wellness and Longevity 
Study (2SHAWLS) - studied the resilience of Indigenous men who live with HIV and AIDS 
to better understand the factors that contribute to their good health and wellbeing (Sweet & 
McInerney, 2014). Seven resilience truths, with similarities to the cultural resilience tenets, 
were identified. These include: worldview (what we believe about the world); finding one’s 
strength (accept and work with challenges in a good way); walking towards balance (putting 
community connection into action); recognizing true power (connecting to community for 
healing); journey to living the way of a good life; self-care (sustaining the good life); and, 
living our truth (having learnt and accepted life with our whole selves) (Sweet & McInerney, 
2014). 
 Following all these developments, there is a reason for a critical look at male 
experiences and thinking in terms of resilience and PTG. Coupled with renewed focus on 
behavioural indicators related to the avoidance of negative health outcomes, this can lead to 
the consideration of areas of strength and adaptation, inform policy and decision-making, and 
ultimately lead to better adherence to HAART, reduction of long-term effects of HIV/AIDS 
for individuals across generation, and groups alike (Herrick, 2011; Public Health Agency of 
Canada, 2012b). 
2.8 Healthcare-delivery Models for HIV/AIDS management in Indigenous peoples; a 
review 
 Healthcare providers are continuously becoming more aware of the complex needs of 
people living with HIV/AIDS. Researchers have argued in recent years against medicine’s 
  
55 
 
attempts to explain human illness through biomedical concepts alone and have since 
recognized the need for addressing psychosocial experiences and incorporating them into 
medical theory (Gilbert, Selikow, & Walker, 2002; Tauber, 2005). Collaboration and/or 
integration across disciplines (medical and social sciences) as well as across roles in a 
multidisciplinary nature is imperative in understanding management of HIV/AIDS so that 
effective and sustainable interventions may be developed (Fisher, Cornman, Norton, & Fisher, 
2006; Friedland, 2006; Volkow & Montaner, 2010). The literature repeatedly asserts that a 
holistic approach to care within HIV/AIDS clinics is paramount to meeting the complex needs 
of people with HIV/AIDS and to achieve health equity (Baker et al., 2011; Cunningham, 
Wong, & Hays, 2008).  Policy makers are thus looking for information on the most effective 
and cost-effective ways to structure healthcare and service delivery models (Baker et al., 2011). 
However, despite calls for interventional enquiries to define models that will enable 
communities to achieve their goal of health equity, little attention has been paid to adapting 
models of care to address specific Indigenous health issues. Other studies even show a 
continued doubt of the benefits of integrating psychosocial factors into treatment programs 
(Astin, Sierpina, Forys, & Clarridge, 2008). Of the many health-related models that have been 
either proposed or used for the management of HIV/AIDS, the Continuity of Care and Chronic 
Care models remain the most applied in HIV/AIDS intervention programs.  
 Continuity of care has long been regarded as fundamental to primary care and crucial 
to quality of care for patients with chronic conditions (Cabana & Jee, 2004; Campbell et al., 
2001) and this could be important when dealing with HIV/AIDS patients. Continuity of care 
is the continual experience of coherent and connected, discrete healthcare events, with either a 
single clinician or with multiple clinicians, that are consistent with the patient’s medical needs 
and personal context, in other words, the extent to which the appropriate care is perceived to 
  
56 
 
occur at the right time and in the right order (Haggerty et al., 2003). Interactive communication 
about patients between physicians delivering primary care and specialists is associated with 
improved patient outcomes and is cost-effective (Foy et al., 2010). Continuity of care for 
outpatients may also offset inpatient and emergency department services by decreasing the 
frequency of HIV/AIDS patient hospitalization (Parry, Stewart, Wright, & McLeod, 2004; 
Pezzin & Fleishman, 2003).  
 The San Francisco Model, involves a continuum of care in case management with an 
emphasis on outpatient services, is one example that provides continuous comprehensive care 
for the whole patient, from their HIV to addiction, housing or other hurdles they are facing, 
across numerous healthcare settings and relies on a multidisciplinary team (Grace, Soons, 
Kutzko, Alston, & Ramundo, 1999). Its success lies in the local collaboration and integration 
of professional activity and experts in delivering accessible primary care (Cook, 2011; Tsasis, 
2000). The San Francisco Model was adapted in Vermont for care delivery in rural 
communities. The Vermont Model relies on the delivery of shared care by a rural physician, 
based in a multidisciplinary team of nurses, social workers and community based support 
members, who provide most care and an urban HIV specialist who provides periodic 
consultation. The Vermont Model also strives to concentrate the care of HIV/AIDS patients in 
a single specialty clinic thereby preventing fragmentation of services (Baker et al., 2011). 
There has been support for the implementation of a model similar to the San Francisco and 
Vermont models here in Canada (Worthington, O’Brien, Myers, Nixon, & Cockerill, 2009). 
However, as Worthington et al. (2009) noted, as service needs of patients become more 
complex, community-based organizations are being extensively used to address social issues 
such as income, housing and psychosocial issues. New approaches, that include social support, 
are therefore needed to coordinate care and enhance access for HIV/AIDS patients in Canada.  
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 The chronic care model (CCM) by Wagner and colleagues (Wagner et al., 2001) has 
been used extensively in the management of many chronic diseases (Adams et al., 2007; 
Carlini, Schauer, Zbikowski, & Thompson, 2009). To achieve effective patient management, 
this model offers a multidimensional approach through six components: healthcare 
organization, linkages to resources in the community, support for self-management, delivery 
system redesign, decision support, and promotion of information flow (Wagner et al., 2001). 
The model recognizes that a huge portion of chronic care takes place outside of formal health 
delivery settings. Under the model, effective chronic illness care requires an appropriately 
organized delivery system connected to community resources outside the organization and 
sustained by productive interactions between multidisciplinary primary care teams and patients 
(Bonomi, Wagner, Glasgow, & VonKorff, 2002; Glasgow, Whitesides, Nelson, & King, 2005). 
The model’s design promotes uptake of evidence-based clinical guidelines, enhances 
teamwork, and empowers patients to better manage their care. The model also uses an 
electronic medical record (EMR) system (to provide relevant patient data, up-to-date clinical 
data, track patient progress, and identify care lapses) and an automated call-back system for 
patients to return to their HIV-service specific clinic when clinical visits or bloodwork are 
overdue (Kadu & Stolee, 2015). By exerting simultaneous effort in multiple areas, the CCM 
helps healthcare personnel to focus on improvement of functional and clinical outcomes for 
clients (Barr et al., 2003; Coleman, Austin, Brach, & Wagner, 2009).  
 Although recommendations for the uptake of this approach are increasing (Seaton, 
2006; Swendeman, Ingram, & Rotheram-Borus, 2009), published experience with the CCM 
and HIV/AIDS care is rare.  Evidence from the adoption of the CCM approach in the United 
States showed improvements to rates of HIV testing, and ART uptake and adherence (Goetz 
et al., 2008; Sherer et al., 2002). Recently, the CCM was adopted for HIV/AIDS care in 
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marginalized, largely Indigenous patient populations, at two Western Canadian inner-city 
clinics. The model led to significant improvements in clinical outcomes such as disease 
screening, ART uptake and viral load suppression rates (Tu et al., 2013). The adoption of the 
CCM also considered HT through explicit efforts to provide care that is culturally appropriate 
and responsive to patients needs. This approach promoted positive and trusting clinical 
relationships and facilitated access to care for Indigenous peoples who already face multiple 
barriers. While there is also other evidence that the CCM can improve quality of care 
(McAlister, Lawson, Teo, & Armstrong, 2001), clinical outcomes (Philbin, 1999), and 
healthcare resource use (Bodenheimer, Lorig, Holman, & Grumbach, 2002), in Canada, policy 
makers feel the CCM is focused on clinically-oriented systems, making it difficult to apply to 
prevention and health promotion activities.  
 Another model that Indigenous peoples may be more accustomed to, and that has seen 
great promise in the management of HIV/AIDS, is the HIV/AIDS Medicine Wheel. The term 
"medicine wheel"21 is identified as having come from the Indigenous cultures of the Great 
Plains (Canadian Alliance on Mental Illness and Mental Health., 2012). The medicine22 wheel, 
as originally conceptualized, provides a model for Indigenous peoples’ identity as individuals: 
they have an intellectual or mental self, a spiritual self, an emotional self, and a physical self 
(Meadows, 2002). Based on the model, and recognizing the need to maintain balance between 
                                                          
21 The medicine wheel is an ancient symbol of the life, health and values of an individual, community or Nation 
used by many First Nations and Métis, and by many different cultures throughout North America. However, it's 
not used in all the traditions of all First Nations and Métis. Neither is it an Inuit concept nor is it used in Inuit 
cultural practices in any way (Canadian Alliance on Mental Illness and Mental Health., 2012). 
22  In Native American language, "medicine" meant power, a vital energy force within all forms of nature 
(Montour, 2000). The term "Medicine" as it is used by First Nations people does not refer to drugs or herbal 
remedies. It is used within the context of inner spiritual energy and healing or an enlightened experience. It is a 
physical manifestation of our spiritual energy  (Laframboise & Sherbina, 2008). The term "medicine" also meant 
"knowledge" because knowing gave the "knower" power to do, to achieve, and to attain (Montour, 2000).  
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the mental, emotional, spiritual, and physical self for good health and wellbeing, Johnston and 
Haineault first introduced the HIV/AIDS Medicine Wheel to the Healing Our Spirit BC First 
Nations AIDS Prevention Society in 1993 as a way to educate the Indigenous community about 
the importance of responding to the growing epidemic (McLeod, 2004). The HIV/AIDS 
Medicine Wheel combines the clinical, social and cultural aspects of HIV/AIDS into a life-
generating path, promoting a holistic understanding of the disease whilst moving away from 
the notion that AIDS is equivalent to death (McLeod, 2004). The concept can help all people 
with HIV/AIDS better understand where they’re at with the infection so they can make better 
choices to improve their health. It also provides a reminder for health professionals, family 
members and others to recognize the emotional, spiritual and social aspects of this disease. 
Any imbalance can affect one’s ability to cope with the disease and its treatment. 
 A report by Bien (2005) mentions how art therapy has been used as a form of emotional 
and spiritual medicine for APHAs (Bien, 2005). Integrating mental health and addictions 
services with HIV/AIDS care has also been shown to promote patient health, with service 
recipients showing reduced substance use, improved treatment adherence and retention in 
primary care (Anderson, 2003; Soto, Bell, & Pillen, 2004; Zaller, Gillani, & Rich, 2007). In 
Canada, there is recognition that cultural reconnection, through use of traditional Indigenous 
health and wellness services, such as ceremonies, healing circles and counseling by Elders, can 
be a great source of strength and resilience for APHAs (Barlow et al., 2007; Public Health 
Agency of Canada, 2010b).  
 In response to this recognition, provincial governments and some non-governmental 
organizations have implemented programs with support services, for example the Positive 
Outlook Program (POP) and Towards Aboriginal Health and Healing (TAHAH) programs at 
the Vancouver Native Health Society [VNHS] (Vancouver Native Health Society, 2011), the 
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Seek and Treat for Optimal Prevention of HIV/AIDS (STOP HIV/AIDS) initiative (Pollock, 
2010), the LifeSkills Centre program (CHASE Project, 2005), and the Dude’s Club (Gross et 
al., 2016). These programs, as well as the use of a Chronic Care Model approach to Inner-city 
HIV care, have led to improvements in rates of HIV care engagement, antiretroviral treatment 
uptake, and antiretroviral treatment success and ultimately improvement in survival of those 
living with HIV/AIDS in BC (Gilbert et al., 2011; Vancouver Native Health Society, 2011). 
The LifeSkills is a life-changing centre that operates on a peer-based, self-governed model to 
teach, counsel, and empower clients and promote their reintegration into the community 
(CHASE Project, 2005). The POP and TAHAH were developed as innovative community-
based treatment initiatives aimed to reduce disparities in HIV care and treatment through 
building on experiential knowledge, use of community strengths and resources, and through 
peer health advocacy. The projects aim to 1) reach HIV positive Indigenous peoples living in 
the Inner City who are not accessing care and treatment, through networking and peer-based 
outreach programs; and 2) to link HIV positive Indigenous peoples with other services leading 
to a holistic, comprehensive HIV prevention, care and treatment program which includes not 
only medicine provision and treatment of the physical health aspects, but also social, 
emotional, and spiritual support and advocacy (through community health advocates or social 
workers). The programs concomitantly address historical and cultural barriers and deliver 
primary healthcare/ HAART to marginalized, urban Indigenous peoples – something not 
currently offered by any other program in BC – with positive clinical and psychosocial 
outcomes. The DUDES Club is an effective innovative program largely for Indigenous men. 
It builds brotherhood and solidarity among disadvantaged men and, through delivery of 
culturally safe services and use of the Indigenous medicine wheel, improves the health and 
well-being of members (Gross et al., 2016). Primary healthcare services are therefore much 
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safer for Indigenous peoples than before, but still not ideal or fully culturally safe. There is 
progress being made in BC and across the country towards embedding cultural safety in health 
services and this is promising (Canadian Foundation for Healthcare Improvement, 2016; Chou, 
2016; Smylie, 2016). However, since the rate of deaths from HIV/AIDS is still high (Kendall, 
2009; Lima et al., 2006), HT may yet pose the biggest problem for Indigenous communities in 
today’s world. Not only have health issues with respect to HIV/AIDS emerged as problems for 
the cohort of grown Indigenous survivors, but for the disproportionate number of Indigenous 
children, they represent the potential for health problems of the near future (Reading, 2009). 
2.9 Summary 
 In this chapter the literature relating to the importance of male sexual health with 
respect to HIV/AIDS was reviewed, the situation for Indigenous males explained and the HT 
connection outlined. Challenges and promoting factors for adherence to HAART were then 
reviewed. Literature was also reviewed on promising developments for improving HAART 
adherence as well as some healthcare-delivery models for HIV/AIDS management in 
Indigenous peoples.  
 The next chapter is a presentation of the methodology used in the collection and 
analysis of data. 
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CHAPTER THREE 
Methodology 
3.0 Introduction 
The purpose of this study was to investigate the impact of HT on treatment in 
Indigenous males living with HIV and AIDS in BC. Specifically, how the experience of HT 
affects their ability to seek or adhere to treatment and its impact on treatment outcomes across 
age groups (i.e., 15 to 24 years and 25 to 64 years) (Statistics Canada, 2006) and, whether they 
are direct or indirect survivors of residential schools. The generation in which one is born 
comes with behavioral norms that influence an individual’s everyday actions, expectations, 
and experiences and so does the situation of whether one is a direct residential school survivor 
or not. Gaining an understanding of the experiences through a generational lens will therefore 
guide and inform appropriately-sensitive policymaking and improve care across generations. 
The study also explored the role of resilience in dealing with HT, what patterns of resilience 
exist, how they operate and relate, how this is the same or different across age groups, and to 
offer culturally-safe recommendations to address HT better, and improve treatment-adherent 
behavior, and reduce deaths due to HIV/AIDS.  
3.1 Population and sampling 
 This study was conducted in Vancouver (population 603,502), a BC city with 
cosmopolitan features (City of Vancouver, 2014). The city has an estimated Indigenous 
population of 11,950 (Statistics Canada, 2013b) that is 6,165 females and 5,785 males. 
Approximately 14% of the total Indigenous population in the city of Vancouver lives in the 
DTES, the poorest neighbourhood in Canada (Brethour, 2009). The study involved 36 
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Indigenous males, between the ages of 15 to 64, from the DTES of Vancouver, particularly 
those who attend and/or are serviced by the VNHS clinic and are currently on HAART.  
 Male gender was integral to this proposal because the connection of historic trauma and 
what determines decision-making regarding HIV/AIDS in Indigenous men had seen little 
attention regarding matters of resilience and growth. Male involvement is important for the 
improvement of HIV/AIDS and sexual health in general because, as discussed in sections 2.4 
and 2.5, when compared to females, males engage more in risk-taking behaviors such as 
unprotected sexual intercourse, generally have their first experience of sexual intercourse 
earlier, report having more sexual partners, and typically knowing little about their own or their 
partners’ sexuality, or about sexual health in general. Males are also less likely to be vigilant 
in taking consistent HIV risk reduction measures (Jbilou et al., 2013; Kahn, 2007; Macdonald, 
2014; MacDonald & Wong, 2007; McKay-McNabb, 2006; Pearce et al., 2008). The incidence 
figures are higher in males compared to females (Bilsker et al., 2010; Bowering, 2012; Wilkins, 
2009). The 2014 national estimates of HIV incidence indicate that MSM account for 57% of 
the incident cases in Canada in 2014 and continue to be the most affected group. MSM are 131 
times more likely to be infected with HIV than other men. Males have almost 4 times the 
incidence rate for females in Canada (Public Health Agency of Canada, 2014). Incidence rates 
in Indigenous populations are almost 3 times higher than people in the general public 
(Challacombe, 2016; Duncan et al., 2010; Public Health Agency of Canada, 2014). Further, at 
the time of inception of this study, a parallel study (‘reclaiming our spirit’), interventional in 
nature, was being initialised to address the consequences of trauma in Indigenous women in 
Vancouver so it was felt that involving women in my study would re-traumatise them being 
that the recruitment would have been from the same locale. 
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 The design of this study was flexible as it could accommodate any number of subjects. 
However, I evaluated sample size as the study progressed to identify when data saturation or 
sufficient density of the data was achieved. This occurred when themes or explanations stopped 
emerging from the data and further data gathering would not significantly have contributed to 
deepening the understanding of the phenomenon (Carnevale, 2002). 
3.2 Procedure and Time frame 
 Interpretive description (ID) was the qualitative method of inquiry for this study 
(Thorne, 2008). ID acknowledged the constructed and contextual nature of human experience, 
focused on the phenomenon of interest for the purpose of capturing themes and patterns within 
subjective perceptions to develop a coherent and meaningful account of the experiential 
knowledge to inform clinical practice (Hunt, 2009; Thorne, 2008) while at the same time 
allowed for shared and multiple realities (Thorne, Kirkham, & O’Flynn-Magee, 2004).  
 The three central methodological elements of an ID research approach require an 
integrity of purpose reflected through: the objective (an actual practice goal), the mechanisms 
(an understanding of what we do and don’t know on the basis of the available evidence from 
all sources), and the product (new insights that shape new inquiries as well as applications of 
data to practice) (Thorne, 2008). In this study, the methodological objective was to develop a 
conceivable pragmatic-oriented explanation of the phenomenon of HT in treatment of 
Indigenous males living with HIV/AIDS. The mechanisms to attain this objective were to: 
conduct interviews, a focus group and Life Story Board sessions, identify and explore multiple 
relevant sources of textual data; understand and compare across several sources of data, 
synthesise data to capture meanings, construct theoretical relationships from the data, and 
explain the relationships in ways that are meaningful and applicable in treatment of HIV/AIDS. 
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The product is a theoretical explanation about what is common within the phenomenon across 
participants in varied contexts (Thorne, Kirkham, & MacDonald-Emes, 1997; Thorne et al., 
2004).  
 The method is aligned to a constructivist (Burr, 2003; King & Horrocks, 2010) and 
naturalistic (Lincoln & Guba, 1985) orientation to inquiry. The philosophical underpinnings of 
ID are that reality is subjective, seen as complex and contingent on social context (Guba & 
Lincoln, 1994; Thorne et al., 2004), and that knowledge is historically and culturally located 
but partly objective (Burr, 2003; King & Horrocks, 2010). As such, knowledge was generated 
through researcher-participant interaction (Gubrium & Holstein, 2003) involving informed 
questioning, reflective techniques (Finlay & Gough, 2003; Willig, 2001), and critical 
examination, to create understandings together (Hunt, 2009). 
 ID acknowledges the researcher’s theoretical/ practical knowledge, clinical expertise 
and scientific basis that he/she brings forth and this was regarded as a platform or theoretical 
scaffolding on which to design the study and sample participants (Mitchell & Cody, 1993; 
Thorne et al., 1997). Early analytic decisions were made on this scaffolding, challenging and 
refining it as the study progressed. This approach also drew attention to individual disciplinary 
biases held by researchers and made visible how one’s assumptions and preconceptions 
influence design and development of the study (Hunt, 2009; Thorne et al., 2004). 
 The study also used a Cultural safety lens (Smye et al., 2010) to explore underlying 
determinants of health, and influences of power that may affect patients’ health-seeking or risk-
taking behaviors and ultimately impact their treatment. Through cultural safety, the study 
recognized Indigenous knowledge and practices with respect to health and wellness of 
Indigenous peoples and committed to the key principles of reciprocity, inclusivity, respect, 
fostering collaboration, the development of community and self-determination. 
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 While also drawing on literature of resilience and PTG, this study recognized the 
complexity of the notion of “historic trauma” in Indigenous peoples by explicitly attending to 
and integrating an analysis of social context, including the social relations of inequality. This 
was a shift away from the contemporary media conceptualization of “historical trauma” as 
static and “historical,” whilst emphasizing that the trauma in Indigenous peoples’ lives remains 
contemporary and current (Haskell & Randall, 2009). 
 Recruitment in this study was mainly through collaboration with the VNHS clinic 
research committee, obtaining consent from them and a letter of approval for the study (see 
appendix B, p. 253). Ethics approval was then sought and obtained from the Research Ethics 
Board at the University of Northern BC (see appendix A, p. 252). The provisions outlined in 
chapter nine of the Tri-Council Policy Statement on Ethical Conduct for Research Involving 
Humans (Panel on Research Ethics, 2010) were followed. Advice from Indigenous community 
members, Elders, and APHAs from across Vancouver was sought. Research questions were 
identified by APHAs in the community and investigators at the VNHS who were also involved 
in every stage of the research process. 
 Care was taken to ensure interviews were conducted in a manner that did not harm 
participants physically (through using an unsafe environment) or psychologically; and that 
people’s time, space and community structure as well as cultural, political and social protocols 
were respected. I sought the services of the VNHS, and asked that their counsellors be available 
to help participants to deal with deep or painful emotions when they occurred. I continually 
met with VNHS clinic personnel and APHAs to discuss study logistics.  
 In total, 27 participants for the one-to-one interviews, 9 participants for the focus group 
discussion, and 5 participants (from the original 36) for the LSB sessions were recruited and 
each participant was provided with a $20 gift voucher in appreciation of his time. The non-
  
67 
 
random methods of purposive sampling (King & Horrocks, 2010) and its subcategory 
theoretical sampling23 (Corbin & Strauss, 2008; Glaser & Strauss, 2012). Purposive generation 
of the sample selected research participants who had lived the experience of trauma and 
HIV/AIDS and whose accounts revealed elements that were to some degree shared by others 
(Thorne et al., 2004) while ensuring maximum variability of perspectives possible within the 
range specified (Marlow, 2005).  
 All possible participants were informed verbally about the study during meetings and 
events at the VNHS clinic, and at first contact in the given community organization, institution, 
and public space, and told that if interested in taking part they could meet with me at a time of 
their convenience. Letters explaining the nature of the study were handed out to all willing 
participants. Appropriate and convenient arrangements (time and place) were made for the 
interviews, focus group discussion and LSB session to be conducted. Before each was 
conducted, the study was explained to the participant and the necessary consent obtained (see 
appendices D, K and L on pages 256, 277, and 282 respectively).  
 As the study progressed, I conducted theoretical sampling to identify participants who 
spoke to particular issues or underdeveloped areas identified in the early analysis of the data  
as well as to challenge emerging abstractions (Morse, 1995; Thorne, Kirkham, & MacDonald-
Emes, 1997).  
 Each participant of the in-depth interviews, focus group discussion and /or Life Story 
Board sessions was informed that their information and identity would be kept strictly 
                                                          
23 Theoretical sampling is the process of data collection for generating theory whereby data is jointly collected, 
coded and analysed and decisions are made on what data to collect next and where to find them in order to develop 
theory as it emerges. Theoretical sampling is concept-driven, guided by data analysis and conducted repeatedly 
during the research process (Corbin & Strauss, 2008; Glaser & Strauss, 2012). 
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confidential. Maintaining confidentiality required special precautions and emphasis in the 
focus group. For this reason, I avoided using participants’ names during the focus group and 
redacted names (mentioned unintentionally by other participants) from the transcripts. A 
system of name substitution (e.g., assigning numbers to participants) was implemented before 
the session began. Although I assured participants that everything they shared in the focus 
group would be treated as confidential, I could not promise that other members of the focus 
group would do the same. Emphasis was therefore made both at the beginning and end of the 
session that participants needed to respect each other’s privacy and anonymity. Once outside 
the focus group setting, it was emphasized that they should neither reveal the identities of other 
participants nor indicate who made specific comments during the discussion. Also, I asked 
each participant to fill in a demographic form with information regarding their identity, marital 
status, start of therapy, service provider utilization, location, education, and employment status 
to inform the results of this study. 
 Firstly, 27 one-to-one in-depth interviews were conducted by using open-ended 
questions that allow participants to contribute as much detailed information as they desired, 
fully expressing their viewpoints and experiences (Turner, 2010). A multiple interview design, 
involving interviewing some individuals twice, was used; this allowed for ongoing 
examination of the dynamics of trauma influence on treatment through an iterative process in 
which questions, gaps in data obtained, analytic constructs, and/or earlier explanations 
emerging from each interview were considered.  
 Secondly, one focus group discussion (Krueger & Casey, 2014; Mack, Woodsong, 
MacQueen, Guest, & Namey, 2005) was conducted, with 9 participants. I based my decisions 
regarding selection of focus group participants on the initial research questions and the need to 
have important facets and perspectives raised in the individual interviews informed by others 
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with different views. For example, as individual interview data were analyzed, I noted that 
mostly negative experiences regarding trauma and positive views regarding HIV services 
received were being reported. At this time, a decision was made to identify and recruit 
participants who had differing views on their trauma experience and services received. In also 
trying to uncover factors that influence resilience, to look for a range of feelings that people 
have about HIV service delivery, and possible remedial interventions, I considered 
representative participants by role/activity in society (involvement or non-involvement in 
volunteer work, religious activity, traditional ceremonies), one’s perspective (those who 
approve/disapprove of residential schooling, traditional activities), one’s experience level 
(direct/indirect survivor, years on HAART, age range), and diversity (in terms of adherence 
behaviour). 
 I also considered that, given my study time limitations, I could gather a wide range of 
information in a relatively short time span using a homogeneous focus group (Indigenous men 
on HAART who have suffered historic trauma) but comprised more or less of strangers. The 
playing field would be leveled by homogeneity and inhibitions to express oneself among 
participants who do not know each other much would also be reduced. A group exhibit a 
synergy among members and has the capacity to glean more information/ideas from 
participants than would be obtained from individual participants. As the playing field was 
levelled in the focus group, participants who would otherwise find it hard to self-disclosure did 
gain courage to set aside their ‘public self’ or their learned highly expurgated versions of 
themselves and express themselves freely as they were more comfortable within a non-
judgemental environment.  
 The focus group and interviews were transcribed and entered into NVivo qualitative 
software for coding. Data collection was done concurrently with review and inductive thematic 
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analysis that involved an initial focus on broad questions to seize the overall gist of the data 
(Hunt, 2009; Thorne et al., 2004) then synthesizing, theorizing, and re-contextualizing data 
(Morse, 1995; Sandelowski & Barroso, 2003). This process entailed my immersion in the data 
interspersed with spending extended periods of time in the field.  
 The Life Story Board (LSB) (see figure 2), an innovative approach created and 
developed in 1995 by Dr. Rob Chase (Chase, Medina, & Mignone, 2012), that facilitates 
disclosure of traumatic life events was then used with 5 participants. Before each LSB session, 
the study was explained to the participant and the necessary consent obtained. 
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Figure 2. LSB before a session begins. Adopted from Chase, Medina & Mignone, 2012. 
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 The LSB was chosen as an appropriate follow-up/supplementary method for this study 
because, compared to a traditional interview/ focus group, the method is much gentle and less 
intrusive for eliciting life events and traumatic experiences without re-traumatizing 
participants’. It helps in icebreaking and trust/rapport building between researchers and 
participants (Chase, Mignone, & Diffey, 2010; Medina, 2014; Napastiuk, 2015). The LSB also 
offers more creativity. By giving a pictorial representation of one’s memories, the LSB 
promotes cognitive distance and relief as it helps participants externalize traumatic experiences 
(Medina, 2014). Chase and colleagues (2008/2010) contend that the LSB offers a fluid process 
(questions moving through one’s lifespan from birth, with the ability to move back and forth 
on the timeline) that more closely follows narrative and, as such, is more adaptable to, 
comfortable and safe for those suffering from trauma and those who may not be able to swiftly 
shift from topic to topic as questions in a traditional interview may dictate (Chase, 2008; Chase 
et al., 2010). This process is strengthened by the safeguards (the secret cards and the 
safety/containment zone), built into the LSB. If there is a place, event, or person that the 
participant does not want to discuss, a safety/ containment zone card can be put on the board. 
This can then be revisited when the participant is ready (Medina, 2014). The LSB and its tools 
thus reflects the participant’s extension of self/personal space that is private, only to be entered 
or altered with consent. Further, using the LSB method entails an ability to offer more time for 
reflection, through breaks during the session, for participants whose life stories are emotionally 
heavy to bear (Medina, 2014). Finally, by breaking down cultural barriers (symbols transcend 
language & cultural differences), challenges due to trust or diminished literacy skills (auditory 
processing and verbal articulation), the possible effects of recall bias and misconceptions about 
research, the LSB method produces more detailed and highly personalized information than 
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can be obtained from traditional talk-based qualitative interviews (Chase et al., 2012; 
Napastiuk, 2015). 
 Recruitment for the LSB sessions was from within the original 36 participants already 
recruited in the study. First, I made sure that their ages varied widely so as to get rich 
information from individuals with different experiences across generations. I also recruited 
men who were either very shy, strongly emotional, or very dominant in the individual 
interviews or focus group.  This was so that individuals who may have been uncomfortable 
with typical talk-based approaches, or pressured with limited time to speak, would open up 
more using the LSB as a visual language system and also considering there was more time 
allocated for each participant than in the individual interviews or focus group (Medina, 2014).  
 I received the LSB and its supporting study materials, the toolkit manual and reference 
guide sheets, ahead of time. My training process took place before the study began. The LSB 
was used to construct a visual/pictorial representation of a person’s life situation, including 
events, personal relationships and health status, and family and community views: using a 
magnet-receptive board and a kit with sets of cards, markers and a notation system to ‘translate’ 
narrative, life story information into a ‘lifescape’. The LSB use involved placing of elements 
on it in a methodical way (along red timeline) or spontaneously in response to the narrative as 
it unfolded in a process of co-construction by interviewer (researcher ‘guide’) and interviewee 
(survivor ‘storyteller’). For the purposes of this study, both researcher and survivor were active 
in the LSB process, observing and interpreting survivor’s feelings, thoughts, and behaviour 
and both co-creating meaning (Farber, 2003; Medina, 2014).  
 The LSB toolkit contains many elements. First it has hollow zone cards to indicate the 
meaningful notable absences (bad or good) in the life experience being story-boarded. Other 
additional zone cards for designating to other issues, such as ‘safe space’ are available 
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(Napastiuk, 2015). Second, the toolkit contains field cards and labels for making notes and 
organizing themes or factors identified to be of influence on the participant’s life experience. 
The kit also has person cards (coded for generations or other groups), vital status cards (deaths, 
departures health issues) and their icons detailing reasons for the particular status, dwelling 
cards (indicating occupants’ number), a body map card, and cards depicting pets /animals and 
other naturally existing objects. The other toolkit elements of the LSB are shown in figure 3. 
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Figure 3. LSB toolkit components 
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 The toolkit also comes with cards that represent daily events, acts, and activities as well 
as peoples’ behaviours, relational/social aspects, roles, and interaction patterns. Other cards 
also indicate one’s inner experiences and reflections (questions, problems, insights, resolve), 
personal attributes (self esteem), feeling cards, thought clouds (ideas, dreams, hopes, worries), 
and risk and resource chips. 
 Guide sheets, with descriptors and pictures for the LSB elements are also included in 
the toolkit. These sheets help in selection of markers relevant to add to the LSB depending on 
study purpose. Guide sheets also function reminders to the participant and researcher of 
important issues/resources that may have been left out or forgotten. The full LSB manual can 
be found on the vidaview information systems website 
http://vidaview.ca/#sthash.vTTcfDDu.dpbs. Individuals exposed to or who experienced 
adversity/significant trauma often feel personal discomfort with the verbalization /disclosure 
of sensitive experiences and details (Breslau, 2004; Chase et al., 2012, 2010; Medina, 2014). 
The LSB is a way to externalize and reflect on such memories and feelings and, in this case, 
was used to help bring out some contributing factors mediating the experience of difficult lived 
events that determined whether this leads to the individual adhering to HAART. Guiding 
probes for questions included a) the trauma as experienced by the survivor within the contexts 
of culture, history, personality and relationships; b) the individual’s resilience or vulnerability 
to cope with its impact; c) the changes and resultant effects over time (Medina, 2014) and, d) 
possible culturally safe programs, behavioural, clinical and structural interventions or services 
that participants would like to see being developed and implemented.  
 Using the LSB, it was hoped that: 1) data about events throughout one’s life course 
thought to be related to syndemic production and resilience were captured, and that this helped 
inform innovative interventions that may improve rates of HAART adherence; 2) from a social 
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and behavioral perspective, interviews focused on determining resiliencies occurring naturally 
might help identify new theoretical pathways that explain the production of health. New 
factors, in addition to those we already know to be important in predicting better adherence 
among men, will capture new variance that will serve as a framework for making interventions 
more effective (Herrick et al., 2014); 3) participants would benefit from revealing their past 
experiences as disclosing one’s trauma can reduce psychological distress, change one’s 
personal perception, and reinforce resilient coping (Hemenover, 2003; Medina, 2014; van 
Dierendonck, 2004).  
 To expand the scope of inquiry and broaden the reach of the theoretical sample, 
appropriate collateral data sources (e.g., clinical literature, practice guidelines, narrative 
accounts) were examined. These documentary sources provided a testing and comparative 
platform for the provisional insights that emerged in the inductive data analysis (Thorne, 2000). 
3.3 Analysis 
 Demographic information was collected from the 36 survivors (including 9 indirect 
survivors) recruited in this study. In the demographics, and subsequent data, survivors are 
denoted by a letter and numbers only, with “IS” denoting ‘indirect survivor’, “FG” for ‘focus 
group’, and “LSB” representing Life Story Board. 
 In total, the average age of survivors was 44 years, and the age range was from 21 to 
64 years. While taking care to protect survivors’ anonymity and confidentiality, the aggregated 
age groups and survivors per age groups were <30 years (4 survivors), 30-39 years (6 
survivors), 40-49 years (13 survivors), 50-59 years (10 survivors), and >60 years (3 survivors). 
Survivors’ year of HIV diagnosis ranged from 1986 to 2015. Most survivors were taking three 
antiretroviral medications once a day, six were on four each per day, and four were on a three-
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in-one once a day pill. The length of time patients had been on this medication ranged from 1 
to 30 years, an average time of 8.5 years. During the last twelve months, 88.9% of the survivors 
had been seen by the doctor, 61.1% had been seen by the social worker, 55.5% had visited the 
nurse, with 38.8% seeing the mental health counsellor (three of these were currently on 
antidepressant medication and seven were currently using illicit drugs) and 44% had been 
treated at the hospital emergency department. 83.3% of the survivors were either single or 
separated with 5.5 % being married, 2.8% co-habiting, and 11.1% had lost their wives. 
 Overall, 27.7% of survivors stated that they were living in subsidized BC housing, 8.3% 
were living temporarily in a hotel room, and 55.5% were renting a room, with 11.1% living 
either in a shelter or on the street (no fixed abode). Only 4 (11.1%) of the survivors had attended 
university or college education, 27.7% had completed high school only, while the rest had 
either some high school or primary education. 47.2% of survivors were on disability allowance, 
27.8% either had a part-time job or were employed seasonally, 22.2 % were unemployed, and 
only one survivor (2.8%) was employed full time.  
 A total of 25 survivors (69.4%) reported that, in the four weeks preceding their 
interview or focus groups discussion, they did not miss any of their HAART doses. A further 
10 survivors (27.7%) reported having missed doses in their medication regimens over a time 
ranging from 3 days to 2 weeks, whilst one survivor refused to comment on his specific 
adherence over the last four weeks. Tables 1, 2 and 3 on pages 80, 81 and 82 respectively 
provide an overview of this information. 
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Table 1. Participant responses to age, medication and services used 
Survivor 
number 
A0 
Age at 
diagnosis 
Age 
therapy 
started 
HAART 
 tablets  
taken 
Care provider seen 
Family 
doctor 
Emerg. 
dept 
Mental 
health 
counselor 
Opth Social 
worker 
Nurse Dietician 
01 (IS) 40 40 3 Y Y Y  Y Y  
02 47 48 4 Y       
03 30 31 3 Y Y  Y Y   
04 31 31 3 Y Y  Y Y Y Y 
05 32 32 3 Y  Y  Y Y  
06 27 27 3 Y   Y  Y  
07 36 37 3     Y   
08 46 48 3 Y       
09 (IS) 22 23 3 Y Y   Y   
10 32 49 3 (1) Y  Y  Y   
11 (IS) 21 21 3 Y Y   Y Y Y 
12 42 42 4 Y Y Y Y Y   
13 25 28 3 (1) Y     Y  
14 35 35 4 Y Y Y Y Y Y  
15 41 42 3 Y  Y Y  Y  
16 30 34 3 Y  Y   Y  
17 24 36 3    Y    
18 26 26 3 Y       
19 23 30 4 Y Y Y  Y Y Y 
20 (IS, 
LSB) 
44 49 3 Y   Y Y Y  
21 45 46 3 Y Y  Y    
22 (IS) 21 21 4 Y Y Y  Y Y  
23 39 40 3  Y      
24 (IS) 25 37 3 Y       
25 (IS) 50 51 3 (1) Y Y Y  Y Y  
26 30 31 3 Y     Y  
27 (IS) 20 21 3 Y Y   Y Y  
28 (FG, IS) 26 26 3 (1) Y     Y  
29 (FG) 37 37 4 Y Y Y     
30 (FG, 
LSB) 
51 56 3 Y    Y   
31 (FG) 29 36 3 Y  Y  Y Y  
32 (FG, 
LSB) 
34 34 3 Y  Y  Y Y  
33 (FG) 42 42 3 Y Y   Y Y  
34 (FG, 
LSB) 
49 49 3 Y   Y Y Y  
35 (FG) 35 38 3 Y  Y  Y   
36 (FG, 
LSB) 
53 54 3  Y  Y Y   
Tally    32 16 14 11 22 20 3 
%    88.9 44.4 38.8 30.5 61.1 55.5 8.3 
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Table 2.  Participant responses to marital status and housing 
Survivor number 
A0 
Marital status Housing 
 Single Married Co-
habiting 
Widowed Separated BC 
housing 
Temp 
hotel 
Own 
house 
Rent Other 
01 (IS) Y     Y Y    
02 Y   Y     Y  
03 Y     Y     
04  Y        Y street 
05 Y         Y shelter 
06 Y        Y  
07 Y        Y  
08 Y        Y  
09 (IS) Y        Y  
10 Y        Y  
11 (IS)         Y  
12 Y   Y     Y  
13 Y        Y  
14 Y     Y     
15 Y        Y  
16 Y        Y  
17 Y         Y street 
18 Y        Y  
19 Y     Y     
20 (IS, LSB) Y        Y  
21 Y        Y  
22 (IS) Y         Y shelter 
23 Y        Y  
24 (IS) Y        Y  
25 (IS) Y        Y  
26 Y        Y  
27 (IS)   Y   Y     
28 (FG, IS) Y        Y  
29 (FG) Y        Y  
30 (FG, LSB) Y      Y    
31 (FG)    Y  Y     
32 (FG, LSB) Y     Y     
33 (FG)    Y  Y     
34 (FG, LSB) Y      Y    
35 (FG) Y     Y     
36 (FG, LSB)  Y    Y     
Tally 30 2 1 4 0 10 3 0 20 4 
% 83.3 5.5 2.8 11.1 0 27.7 8.3 0 55.5 11.1 
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Table 3. Participant responses to education and and employment status 
Survivor 
Number A0 
Employment status Education Level 
 Unemployed Part 
time 
Full 
time 
Employed 
seasonally 
On 
disability 
allowance 
Elementary 
school 
Some 
high 
school 
High 
school 
Uni/ 
college 
01 (IS)     Y  Y   
02  Y     Y   
03 Y        Y 
04   Y    Y   
05 Y       Y  
06 Y       Y  
07     Y   Y  
08     Y Y    
09 (IS)  Y     Y   
10     Y Y    
11 (IS) Y     Y    
12     Y   Y  
13 Y       Y  
14    Y   Y   
15     Y  Y   
16     Y    Y 
17     Y  Y   
18     Y   Y  
19     Y   Y  
20 (IS, LSB)  Y      Y  
21  Y     Y   
22 (IS) Y     Y    
23     Y  Y   
24 (IS)  Y      Y  
25 (IS)     Y    Y 
26     Y  Y   
27 (IS)  Y     Y   
28 (FG, IS)     Y    Y 
29 (FG)     Y  Y   
30 (FG, LSB) Y     Y    
31 (FG)  Y     Y   
32 (FG, LSB)  Y     Y   
33 (FG)     Y  Y   
34 (FG, LSB) Y      Y   
35 (FG)     Y Y    
36 (FG, LSB)  Y      Y  
Tally 8 9 1 1 17 6 16 10 4 
% 22.2 25 2.8 2.8 47.2 16.7 44.4 27.7 11.1 
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 Looking at the summary of such a demographic profile (see summary table 4) and the 
self-reported adherence, and considering the challenges reviewed and opportunities identified 
in this study towards adherence to HAART and resilience in this population, it seems 
imperative to pay attention to environmental and contextual issues/ factors in the long fight for 
healing from historic trauma in these disadvantaged Indigenous men living with HIV/AIDS. 
Table 4. Participant demographic summary 
  
 
*Mode represents the most common age in the participant sample 
 Thematic analysis involved taking the original theoretical scaffolding (see figure 4) and 
incorporating a two stage matrix approach (King & Horrocks, 2010; Miles & Huberman, 1994; 
Nadin & Cassell, 2004). Central to the approach was the use of visual displays of data that 
made the process transparent and easier to follow.  
Age (years) Range 21 – 64 Mean 44 Mode 50*  
Time HIV 
diagnosis 
(years) 
Range 1986 - 2015 Mean 34.4 Mode 30  
Time started 
therapy since 
diagnosis 
Range 0 -17 years 0 - 1 year = 26 ›1-5 years = 6 6-17 years = 4 
Marital status Single/Separated Married Co-habiting Widowed 
83.3% 5.5% 2.8% 11.1% 
Housing BC housing Temp hotel room Rent  Shelter/street 
27.7% 8.3% 55.5% 11.1% 
Employment 
status 
Disability 
allowance 
Seasonal/Part-time job Unemployed Full time job 
47.2% 27.8% 22.2% 2.8% 
Education 
level 
Some high school High school Elementary 
school 
University 
/college 
44.4% 27.7% 16.7% 11.1% 
Healthcare 
practitioner/ 
service  
Family 
doctor  
Emergency 
room 
Mental 
health 
counsellor 
Opthalmologist Social 
worker 
Nurse Dietician 
88.9 % 44 % 38.8 % 30.5 % 61.1 % 55.5 % 8.3 % 
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Figure 4. Theoretical and pragmatic scaffolding - defined by 'priori' issues  
  
84 
 
 In the first stage: first, a broadly focused matrix, not relying on line-by-line coding 
(see results section tables 5 and 7, p. 91 and 106 respectively), was developed based on the 
modified theoretical and pragmatic scaffolding (see figure 5).  
 
 
Figure 5. Modified theoretical and pragmatic scaffolding - after familiarization with data 
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 This was followed by a second matrix focusing on specific issues highlighted in the 
first matrix (see table 9, p. 115). Care was taken, however, to allow modification in the thematic 
areas in light of ongoing analysis thus encouraging an iterative process of application and 
modification (Pope, Ziebland, & Mays, 2000). In the second stage, analysis was done at the 
individual participant level, enabling comparisons between them, and highlighting the 
distinctive perspectives of participants according to age groups (i.e., 15 to 24 years and 25 to 
64 years) and, whether they were direct or indirect survivors of residential schools (see tables 
6 and 8, p. 105 and 114 respectively). 
3.4 Rigor and Credibility 
 Multiple data sources (e.g., published literature, narrative accounts, focus group) were 
used to provide triangulation of the phenomenon under study. As such they either helped show 
consistency and contributed to the credibility of the findings that were generated (Farmer, 
Robinson, Elliott, & Eyles, 2006; Thorne, 2008), made the study more comprehensive in the 
way it approached its subject matter hence giving a more rounded picture, or were a useful 
stimulant to reflexivity on my part (King & Horrocks, 2010; Mays & Pope, 2000). 
 The specific analytic decisions were carefully presented and contextualized within the 
larger picture as this is the basis upon which credibility of the findings largely lies. The aim 
was to make complexities visible through the analytic process whilst articulating the 
tentativeness about the final research outcomes openly (Emden & Sandelowski, 1999). Beyond 
this analytic credibility, I took care to make certain and clear my position in the study, maintain 
transparency in the research report, acknowledging the inter-subjective construction of 
knowledge, particularly as it pertained to relations of power, throughout the research process 
(Caelli, Ray, & Mill, 2008). 
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 Other important ways/ steps that were followed for trustworthiness include four 
aspects: confirmability, transferability, dependability, and credibility (Guba, 1981; Mayan, 
2009; Shenton, 2004). To enhance confirmability, all information was recorded and an audit 
trail kept (Morse, Barrett, Mayan, Olson, & Spiers, 2008; Wolcott, 1990). I retraced the 
development of ideas and ensured the analytic directions are defensible by taking field notes, 
in all data-gathering sessions, that recorded the context and how this was linked to the 
phenomena under study (Morse et al., 2008) and by keeping a reflective journal to make aware 
and counter any subjective bias in the research process (Paterson, 1994). Sticking to tenets of 
ID, some participants were interviewed twice so that developing conceptualizations could be 
challenged or refined. Initial conceptualizations/ interpretations, representing the entire sample 
rather than the individual research subject, were taken to and crosschecked with individual 
research participants for overall understanding and critical consideration (King & Horrocks, 
2010; Thorne et al., 1997). 
 To help locate the findings within the framework of the existing body of knowledge 
and explanatory factors that arose from the analysis within that larger perspective, concurrent 
collection of data and constant comparative and iterative analysis was employed (Thorne et al., 
2004). It is therefore hoped that, the resultant interpretations of data are found credible, at the 
same time as they illuminate new relationships and understandings, by knowledge experts (e.g., 
supervisors and peer-researchers) of the phenomenon under study.  
 Recognizing that this is research in a sensitive area (communicable diseases and 
marginalized population), the research from conception to completion, sought to attest to the 
criteria of: 1) moral defensibility - showing an appreciation of the necessity to extract this 
knowledge from people and what will be the purpose in having such knowledge once it’s 
obtained; 2)  disciplinary relevance – explaining relationship between the research and the 
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disciplinary knowledge to be advanced; and, 3) pragmatic obligation - to consider that the 
findings might indeed be applied in practice (Thorne, 2008). The data from this study will be 
presented to participants first, and then to the VNHS for validation, and will be used for their 
advocacy activities as well as to inform practice. 
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CHAPTER FOUR 
Results 
4.0 Introduction 
 The findings of the “Experience Talks, Resilience Shapes” study on Historic Trauma 
are presented in this chapter. Selected quotes are provided to illustrate participant experiences 
and to build the themes from the study. Numbers and letters are used to reference participants. 
 The data analysis yielded three over-riding themes: 1) facilitators of choice or actions 
leading to HAART adherence and 2) factors leading to HAART non-adherence; and 3) 
comparative responses on health, services, stigma and the historic trauma effect. Furthermore, 
these primary themes were organised into six, five and four secondary themes respectively. 
Under facilitators of choice or actions promoting adherence the subthemes are: 1. 
psychological support (doctor-patient relationship, family and friends support, and group 
support/ therapy); 2. cultural services (positive outlook program, LifeSkills, Native Health, 
traditional ceremonies/ activities/ lifestyle, Elders’ teachings, and traditional medicines); 3.  
religion and spirituality (Indigenous and Christian spirituality); 4. structural services (general 
organizational HIV-related care or service, employment, food provision, housing, conventional 
medicine, medication outreach program, pharmacy, and advocacy, methadone service and 
detoxification, HIV Informational services, and newer and better drug regimens); 5. resilience 
(Indigenous services, religion, spirituality, pride culture, mentorship, positive attitude, inner 
strength, reflection, hopes and dreams, reintegration, knowledge, information availability, 
good indices, and fear of sickness or death, desire to live); and, 6. historic trauma through first 
generation (strictness and discipline).  
 Under factors negatively impacting adherence the subthemes were; 1a. personal 
(stigma/discrimination, loneliness, lack of supportive relationship, injection drug use, alcohol 
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abuse, and partying, tiredness secondary to a high pill burden, depression, and forgetfulness); 
2a. cultural restrictiveness; 3a. structural (lack of information and other structural services, 
negativity and/or lack of trust and understanding, oppressive Indian Act, and Welfare Day); 
4a. religion and spirituality (atheism, negative view of religion and spirituality, doubt cast on 
genuineness of spiritual practitioners, power differential); and 5a. intergenerational Historic 
Trauma (core direct effect, stigma and discrimination, injection drug use, alcohol abuse, anger, 
sexual promiscuity, lack of trust, family separation, fatherless, lack of family skills). Finally, 
under the third theme, comparative responses on specific selected issues, the subthemes were; 
1b. health definition (good way of life, biomedical [indices, functional, absence of pain or 
sickness, long life], medicine wheel, external appearance, place association); 2b. reserve 
services versus town services (reserve services absent or worse than town services, and town 
services absent or worse than reserve services); 3b. stigma (reserve stigma and/or lack of 
confidentiality worse than in town, and stigma and power differentials - lack of cultural safety); 
and, 4b. historic trauma effect intergenerational and survivor status comparison (direct 
survivors have more negative effect than indirect survivors).  
 The subthemes for facilitators of choice or actions leading to HAART adherence are 
shown in schematic table 5 which also represents part of the broad-based matrix (survivor 
views) independent of line-by-line coding. 
 
 
 
 
 
 
Table 5. Facilitators of choice or actions leading to HAART Adherence 
Subtheme Specific attributes 
1) Psychological support Doctor-patient relationship 
Family and friends support 
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4.1 Individual Interview Results  
4.1.1 Facilitators of choice or actions leading to HAART Adherence 
 4.1.1.1 Psychological support. 
 Doctor-patient relationship. 
 A good doctor-patient relationship affects adherence to HAART in a positive way. As 
exemplified, the following responses were reported by some of the participants in this study; 
The situation I put myself in, I couldn’t change it and didn’t see any other way but to 
just give up so. But my doctor opened my eyes and was like well should I prescribe 
these medications to you, are you going to take them, I need to know? If you’re positive 
about living……so that’s when I took a grip on life and started taking them every day 
and I haven’t stopped taking them (A018). 
My doctor, he’s always on me to take my medications, he’s always questioning me if 
I’m taking my medications. He says ‘you know it’s really important to take your 
medications’ (A014). 
 Family and friends support. 
Group support/ therapy 
2) Cultural services Positive outlook program, LifeSkills, Native Health 
Traditional ceremonies/ activities/ lifestyle 
Elders’ teachings 
Traditional medicines 
3) Religion and spirituality Indigenous and Christian spirituality  
4) Structural services General organizational HIV-related care or service 
Employment 
Food provision 
Housing 
Conventional medicine 
Medication outreach program, pharmacy, and advocacy 
Methadone service and detoxification 
HIV Informational services 
Newer and better drug regimens 
5) Resilience Indigenous services, religion, spirituality 
Pride culture, mentorship 
Positive attitude 
Inner strength 
Reflection 
Hopes and dreams, reintegration 
Knowledge, information availability, good indices 
Fear of sickness or death, desire to live 
6) Historic Trauma through first 
generation 
Strictness 
Discipline 
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 Confiding in and having support from one’s friends and family can promote adherence 
to HAART. In this study, some participants explained that family and friends’ support instills 
confidence, a conviction to live, and resilience with respect to taking HAART. The following 
were their views;   
Sisters and my father, they help me. They make sure I get there on time (A022). 
 
Actually I do have, my brother helps me a lot when I go visit him, makes sure I get my 
medication that I need to go and visit with him (A008). 
 
I guess my family were very strict and very religious. So I’ve taken out of that, I’ve 
drawn from that, I feel that conviction to live (A007). 
I do have more confidence when I’m around my friends, right, and like I can be myself, 
right. When as if I’m alone, I do get insecure (A027). 
 Group support/ therapy. 
 Group support can be beneficial in promoting awareness, exchange of knowledge, 
sense of cohesiveness, and safety. In this study, these attributes ultimately foster positive health 
behaviour leading to HAART adherence. This is exemplified in the following participant 
quotes; 
Dude's Club, yes, my experience is good, you know. I come every time. I just feel like 
we’re not just nobody’s. I get support to take my medication. Just hanging around 
Dude's Club and hanging around here and just talking to our nurses here and the people 
It helps me feel like we’re a family (A007). 
Knowing people that have the same disease and being around them would get them 
aware of their own situation, that’s what happened to me (A010). 
Um, just meeting people that have the same um, same disease has not only educated 
me of the disease but it’s also comforted me that I’m not the one in the world with the 
problem (A001). 
The Native Health people here, they support me and let me know that I’m good and 
they’re not scared to hug me or give me a kiss on my cheek. And just knowing that they 
encourage me makes me feel 100% happy, prevents me from the discrimination, 
negative stereotyping, yes (A014). 
 4.1.1.2 Cultural services. 
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 Programs with support services that are culturally-oriented and/peer-driven have 
contributed positively towards adherence in patients on HAART.  
 Positive outlook program, LifeSkills, “Native Health” (VNHS) 
 Some individual participants indicated that attending the Positive outlook program, 
LifeSkills, and others offered at “Native Health” (VNHS) either helped them with a safe place 
at which they could have food and take their medication, and generally get help and support 
with taking medication. Some commented; 
I’ve had a really good support team, mostly my doctor and all the nurses I’ve dealt with, 
POP took me in as soon as I was diagnosed. They’re a real positive bunch. They really 
stick with us and help in any which way they can. And I find them very positive (A010). 
Basically only LifeSkills is the only other place that tells me like you should go take 
your medication, right (A003). 
Uh, I’ve been homeless, it’s not easy but at least I could come and have my medication, 
take my medication, at least I had services where to take my medication. I come to take 
my medication at Native Health (A019). 
 Traditional ceremonies/ activities/ lifestyle 
 According to some individual participants, attending traditional ceremonies and 
activities, and/or living a traditional lifestyle helped with learning, instilled confidence, helped 
in healing and encouraged participants to stick with their medication. Some commented; 
Going to powwow, Oppenheimer Park, all that stuff, has helped me, definitely. I love 
that healing part, it makes me feel really good, gives me an extra feeling of confidence 
when I do smudging or being around my culture, Native stuff (A024). 
Uh, just being able to go to the powwows and meet the different cultures and going to 
their different groups and stations, all the way across Canada and I’ve got to be in 
Winnipeg in two months at the Grand Powwow and then go for the Calgary Stampede. 
All over. And just keeping up with them, keeps you lively and functioning (A010). 
Culturally safe, eh, there’s a talking circle, a weeping ceremony, Sundance, all those 
ceremonies help support healing. Um, I guess going to like, having like a ceremony to 
let go of the past, anything that was holding you back or whatever. Something like that. 
That’s what is beneficial (A027). 
 
 Elders’ teachings 
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 Some individual participants believed that listening and following the teachings of 
Elder’s not only helped with healing from trauma but also promoted adherence to HAART. 
They commented; 
Um, First Nation culture, talk to the Elders, they’ll bring a lot out of you. I talk to them 
on the street. More of that would help people take medication. Because Elders are the 
ones that are leaders (A009). 
If I grew up with the teachings of my ancestors, there would be ceremonies when that 
guy did sexually abuse me and I would’ve been over that. That kind of thing. Like 
there’s things that get brought up, right, where I turn back to that child. Things like that, 
right (A019). 
 Traditional medicines 
 Still others voiced the belief that their adherence to HAART would be bettered by 
incorporating traditional medicine and healers into their health and wellbeing alongside 
conventional medicine. They however thought that traditional medicines worked better. They 
commented;  
I’ve got Medicine wheel classes and I have a medicine man I talk to. When I see him, 
he smudges me and stuff like that, it works better (A025). 
When it comes down to real traditional treatment, I take it to the traditional medicine 
men because what you’re dealing with here is my health, my physical health and I’m 
sorry politics, no way, it’s just not welcome in the welfare of my health. So they’re not 
going to put policies onto it, I know how to look after myself there. With the doctors, 
we’ve been monkeying around it, with problems that I had and they couldn’t find 
anything. And when I took it to the traditional doctors they took care of it (A013). 
 
 4.1.1.3 Religion and spirituality. 
 There is a possible positive link between religion and spirituality and HAART 
adherence.  
 Indigenous and Christian spirituality. 
 Some participants in this study reiterated that their commitment to religion and 
spirituality has helped them deal with stigma, heal from trauma, and take their medication. The 
following participant quotes exemplify this; 
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In spiritually there’s something, like you know, someone looking out for me. Um, the 
creator, if you go spiritual, you can find a way somehow with this spirituality to enhance 
your life and make it better for yourself (A010). 
Well, I am a very spiritual person and that is an important part of my life that I look 
after. I am involved in a school of teaching right now which is spiritual. It teaches me 
to do the best and be the best that I can at all times. It makes me self-conscious about 
medication (A012). 
It helps me a lot because I know that Jesus died for my sins and he also took a beating 
for our health so as long as I believe that he suffered for my healings, then he will heal 
me of all things that are bad for me (A014). 
 4.1.1.4 Structural services. 
 Structural services can positively affect adherence to HAART. In this study these 
factors included, 
 General organizational HIV-related care or service.  
 Most participants expressed satisfaction with the general organizational HIV-related 
care or service provided to them saying that this had a positive effect on their HAART 
adherence and general wellbeing. They commented; 
Oh, the services are good down here, that with HIV, I mean people really do care, I 
think. The doctors and our nurses that do help us with our medication. I know they care 
and I do really appreciate them (A008). 
 
I think services have worked in a positive way because I mean I was like, I’ve tapped 
into all the services, not all of them, but most of them, ¾ of them in Vancouver in the 
last 10 years and it’s been good because it’s like, you know, you have somewhere to 
go to and I know people and they’ve always been there. It’s comforting to know there’s 
support (A017). 
Services, they meet my needs all the way. All the way, okay. Social, medically, and 
mentally, they make sure I have everything I need, that a person needs. Love, attention, 
you know, discipline (A014). 
 Employment. 
 A few participants attributed their motivation to take medication to having an ongoing 
source of income, a place of work or a volunteer placement. The following are examples of 
their comments;  
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At first it was a program Vitus had, they were paying me to take it and the better my 
numbers looked, the more money I made so I tried to make them look good (A010). 
I come to work here at Native Health just to make me forget things from Downtown. I 
come here every day and I go straight home and that makes me feel better. I feel, I 
forget about everything down here, everything, this makes me, gives me positive things 
(A019). 
 Food provision. 
 Others voiced the fact that when food is provided at some organizations, it helps them 
take their medications. The following are their comments;  
Very much so. HIV services, it gives me places to go, you know, food to eat. Makes a 
big difference in a person’s life if I have something to do (A010). 
 
Um, in terms of services, I guess it just helps me, it helps me with food and stuff 
sometimes. It helps me to eat healthy I guess. They have like good programs and stuff 
like that (A018). 
 Housing. 
 Still others were of the view that having adequate housing keeps them off the street and 
helps them take their medication. They commented; 
Well, now that I’m in nice housing I’d like to be able to go back to work part-time. I 
have to take all this extra time I have that I used to take using all the time, using drugs, 
and now I have to put that time to good use because I find I’ve got so much time on my 
hands but before I didn’t have anything. I just figured once you got HIV, you’re dead. 
Just wait to die (A015). 
 
Actually, they’ve been doing really good with me. Yes. They helped me out with my 
housing and everything (A007). 
 Conventional medicine. 
 Some participants expressed their support for conventional medicine, in this case 
HAART, and belief that the medication really works to reduce the effect of HIV. This they 
gave as a reason why they are adherent to HAART. They commented; 
For the well-being, HIV service is really, really good. It’s really, really good. Without 
the medication, I’d be dead a long time ago (A005). 
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Obviously they do what they’ve got to do if you actually stick to the program, right. 
Because they told me like I said before I even started taking it, I was up in the high 
range, before I took it. Then when I started taking it, my viral load was like getting 
lower and lower (A003). 
Depends on what your, um, if you’re a firm believer, I believe that getting doctored 
works. I’ve seen it. I’ve seen people come in on their walkers, walk out. I’ve seen 
somebody come in on the wheelchair, walk right out. It’s like everything else, it’s what 
you put into it (A015). 
 Medication outreach program, pharmacy, and advocacy. 
 In this study, some patients revealed that outreach intervention, support from a 
pharmacy that either has a medication delivery or a pick-up system in place, and having an 
HIV-care advocate assigned to them has greatly facilitated their adherence to HAART. They 
commented; 
They always have my pills ready for me when I come here. I have no complaints about 
that because they’re always there and if I don’t come and get my pills, they come and 
bring them over to me at my place. So I don’t have any complaints about that. They do 
very well here (A007). 
She helps me on and off a lot. She works with me. She does a lot. The social worker 
lady, she’s a personal person that comes and does things with me, comes right into my 
appointments with me, to my psychiatrist or whatever (A011). 
I think just what they do at Native Health is good cause they have people that come 
around and check on you too and stuff, you know. So they’re pretty good like that 
(A008). 
 Methadone service and detoxification. 
 A few participants were of the view that attending Methadone Maintenance Treatment 
or the resource centre for detoxification has helped them adhere to medication by keeping them 
on schedule. They commented; 
Being on my methadone keeps me on a regular basis with it. I guess that’s the only 
thing I really find, otherwise I don’t, I forget to take my meds if I don’t have my 
methadone because it helps me keep going, because I mean I get sick if I don’t have 
my methadone, so it’s always good to have somebody that gets me going to get there. 
It helps me be better (A024). 
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People that work at Life Skills, the drug user’s resource centre, they’re the only other 
people that really encourage me not to drink (A003). 
 HIV Informational services. 
 The availability of a functional HIV-specific information service has also been cited as 
a promoter of adherence to HAART by some patients. They commented; 
They give us lot of information about things, pamphlets and stuff like that for HIV, 
healing, you know. That’s how I learned about HIV through getting information. And 
I’ll go to counseling and stuff like that to talk to so and so and get as much information 
about things as much as possible (A017). 
 
 Newer and better drug regimens. 
 A few participants commented that the fewer the pills in the regimen, the easier it is for 
them to adhere to HAART. The following were their comments; 
So it’s only one pill, it’s easier to take, there’s no filling capsules or having to be around 
bathrooms. It’s helped me in staying on treatment, all the time (A010). 
Well, I don’t want to have to go to a different cocktail where you have to take 3 or 4 or 
5 tablets, you know, because there’s only so many easy cocktails out there, right, you 
know (A014). 
 4.1.1.5 Resilience 
 Resilience has the role of promoting healing from HT in Indigenous peoples. In this 
study, with respect to moving on to a point of being able to adhere to HAART, resilience was 
either exemplified or supported by interconnecting factors that include the effect of Indigenous 
services, religion, spirituality, the exhibition of a pride culture, the need for mentorship, having 
inner strength and a positive attitude, going through a process of reflection, having hopes and 
dreams, reintegration, information availability as well as possession of and good use of 
knowledge, and a general fear of sickness or death (or a desire to live). 
 Indigenous services, religion, spirituality. 
 Some individual participants reiterated that the presence and use of Indigenous 
services, the coming of one to understand his religion, and one’s spirituality and/or belief on 
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spiritual balance contributed to being resilient and ultimately fostered HAART adherence. 
They commented; 
Culture, traditional activities, that helps. That helps me because a lot of people that are 
First Nations, they don’t even really, they think we’re all drunks and that, right, but 
we’re not (A021). 
 
Well, I just believe that I have the power of Jesus into me that he wants me to survive 
for some reason. Otherwise I would’ve died a long time ago so why fight him and just 
accept that he loves me and he wants me to live and be happy. So I gave up on being 
defeated and decided to have victory in my life (A014). 
If somebody has a balanced peace of mind, they go a long way sometimes (A010). 
 Pride culture, mentorship. 
 A few participants explained that having a sense of pride in one’s culture and the need 
to mentor others towards a better life helps them to stay resilient and to adhere to their 
medication. They commented;  
I’ve got lots of pride in that, in my heritage, yes. That helps as well to take my 
medication (A022). 
I just want to basically survive and continue working and providing my services to 
Native Health as a survivor and encouragement to others to see that yes, I’m a man with 
HIV, I’m Aboriginal, I’m HIV and that I don’t have to be defeated, I can overcome it, 
with stride and not to become emotional and poor me, kind of thing. That we can have 
a better life. That we can carry on without defeat (A014). 
 Positive attitude. 
 Most participants expressed the view that they are resilient because they always have a 
positive attitude and this helps them to stay adherent to HAART. They commented; 
Uh, I’m living a positive life today, resilient. Every day I try and live a positive life. I 
do positive things, I hope I do positive things, I’ll come here and do volunteering every 
day. Keep myself busy, that’s how I take my medication (A019). 
 
Every day that goes by you cherish and give credit to those parts of the days that you 
loved most about yourself and what you did. The bad things, the negative things, to me 
I say they’re gone with the winds, the tide came in and took them away. Every day that 
I wake up in the morning and say ‘leave the bitch in bed’, we take a shower, we wash 
our negativities away. I said to myself that, the trauma, because I had to go to treatment 
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for it, that I’m going to change my life, I’m going to start thinking positive, doing 
positive things, be nicer to people (A016). 
 Inner strength. 
 Some participants attributed their HAART adherence-seeking behaviour to resilience 
secondary to having an inner strength that is expressed through a daily personal effort to take 
their medication. The following are examples of their comments;  
Yes, uh, most of it is just from routine, you know, I put myself in a routine and it’s 
something that I don’t say to myself well I’ll take it later. I don’t do that. It’s my 
personal effort, my routine that I have to do every day (A011). 
 
Well, I make sure I take my medication and not fall back on partying or forgetting it 
for days. I don’t stand for that, being resilient is being sure I stick to the plan (A010). 
My strength motivates me to take medication, it’s what helps. And honestly, my dad 
being an asshole and being abusive. I think, because I chose not to be that way (A026). 
Well, you know, I’m one of those kind of people where it doesn’t matter what it is, I’m 
still going to get up, I’ll get up and I’ll walk my ass out the door. I’m going to walk 
around and do whatever I want to do (A003). 
 Reflection. 
 A process of cognitive rumination on the bad times, coupled with a desire to change 
into a better person and to take responsibility on one’s life, led to personal development and 
resilience and ultimately better adherence to HAART for some participants. This is 
exemplified in the following quotes; 
I used to get in trouble with the law before and then I’d get picked up. I’d just start 
doing my medications right and then I’d be thrown in jail and then there’d be days I’d 
be in there three, four days at a time and those days I’d miss completely, right. And, 
you think about it, then your resilience builds up and that. I take them every day. I never 
have a problem with that anymore (A021). 
 
I think just changing my lifestyle, especially when it comes to the whole druggy 
lifestyle because it consumes someone regardless, I don’t care what they say, and it 
consumes them in every which way. And I know that when I’m clean and sober and 
doing stuff that has nothing to do with this, that it helps me. I feel better about myself. 
I probably lost 30 lbs and you know I feel better with how I look and how I feel and….it 
totally motivates me. I like waking up in the morning not being up for three or four 
days at a time and being fucked up and you know (A017). 
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People with drugs, that’s where I was getting at with my addiction when I was going 
to get high, I started developing a habit of going out 4 or 5 days and not coming home. 
And I wouldn’t take my meds so that’s not a good thing. But now I’m back on track 
(A025). 
 Hopes and dreams, reintegration. 
 Other participants reiterated that through the process of resilience they have come to 
recognize their own on-going, or potential for, growth in terms personal strength, making 
relationships with others, their appreciation of life, and the fact that there are new possibilities 
out there. All these work to keep them adherent to HAART. They commented;  
I want to get a job. I want to get off of the dope and I want to get back on track, where 
you know, get my teeth and everything fixed and put some weight on and try to get my 
butt back in order and try to make something out of it before it ends too late or 
something like that (A024). 
 
To be productive in our world, you know, and what I base them on is other people that 
succeed, they leave a mark on you. I know lots of Native Aboriginal people that went 
to school, and they got a wonderful job that they make $100,000 salary and stuff like 
that. Just knowing that they made it gives me encouragement to keep going (A010). 
I hope I can actually, I was actually going to try to get into a counseling course to help 
people that are starting out with HIV, right, because I can help them get through the 
first parts of it, eh. It’s kind of a scary thing. So that keeps me going eh, to mentor 
others (A021). 
 Knowledge, information availability, good indices. 
 In some participants, the development of resilience and better adherence to HAART 
was attributed to the knowledge of the consequences of unhealthy behaviour and not taking 
medication, including of the development of resistance to medication and of the negative shifts 
in blood indices. The participants commented; 
I learned if you don’t take them, you get sick pretty quick. I know that when you don’t 
take them how fast you get sick. They help you pretty, they help you good. If you don’t 
take them, you die (A019). 
Resistance to it and I won’t be able to take the drug and it won’t be effective, right. So 
that’s why it’s always good to take it on time and on the same day, at the same time 
every day and eating it with food and being constant with it (A024). 
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I take that faithfully, that’s something I do. If you don’t, you know it, you can feel it. 
You lose energy, all that, you know. Just knowing that you lose energy helps you take 
the medication. Like your body depends on it, like it’s like a drug addict, you need that 
heroin, right, your body knows (A011). 
Uh, I take them every day, I mean they’re important. I mean I did at one time stop 
taking them for like a half a year and my numbers and everything, like my viral load 
and my CD4 was really bad and it’s very important to, I mean I take them, I was ill for 
two weeks taking them but I stuck with it and now I don’t have any problems (A018). 
 Fear of sickness or death, desire to live. 
 Most participants expressed a fear of getting sick or dying (and/or desire to live) and 
gave this as the main reason for their resilience and HAART adherence. They explained; 
I fear if I don’t take it, I’ll get sick from the virus. I don’t want to get sick. I’ve been 
there and done that and I don’t ever want to be like that again (A011). 
 
I take my medication because I still want my candle to be lit. To be a flame for as long 
as possible. I want to stay alive, I don’t want to die. I want to live as long as I can 
(A019). 
Seeing people that have HIV that really gives me uh, insurance that you know if I don’t 
take them I might be on the way out. It gives me a bit of encouragement that I have 
friends and people around me that have the same sentence and um, it just clarifies your 
mind and you set your goals to make sure you take your medication because you want 
to be alive and stay in the world as long as possible (A001). 
 4.1.1.6 Historic Trauma through first generation 
 One’s generational affiliation or survivor status may influence people’s actions, and 
how they deal with or express the trauma. A few participants in this study indicated that their 
experience of Historic Trauma has indirectly taught them to be better persons overall.  
 Strictness. 
 Two participants reiterated that as indirect survivors, the learned strictness of their 
parents has cultivated in them a conviction to live and to be more resilient. They explained;  
Uh, my mom, she was strict, but where she got the strictness was from residential 
school. She was, but she was a very good mother. What she learned from school, she 
never did to us kids. You know, she got treated pretty badly in school. Yes, it was very, 
very bad. She told me about it. She had to eat porridge for one year straight without no 
milk. And all the nuns got to drink milk with their porridge. If she even looked sideways 
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at a boy, she’d get slapped, you know. So she always put an opposite spin towards us 
kids and this has helped (A005). 
Historic trauma and so forth, you know, affected me ‘positively’ somewhat. I guess my 
family, my family were very strict and very religious. I’ve taken out of that, I’ve drawn 
from that and I feel that conviction to live on (A007). 
 Discipline. 
 A few other participants expressed the view that the discipline experienced as survivors 
of residential school indirectly helped shape their lives in a positive way. One commented; 
Uh, well, my parents, my grandparents were pretty, pretty wise about how they treated 
people because they themselves didn’t know how to, they grew up on their own and 
they were messed up. So they were careful about what they said and what they say and 
how they say it and make sure that we know that it’s coming from the heart and not a 
messed up way of changing our lives in the sense that there is positiveness you know. 
There could be, even though with their trauma (A001). 
 
 On the theme ‘facilitators of choice or actions leading to HAART adherence’ (see table 
6), survivor comments in the individual interviews (with respect to tallied instances references 
were made) weighed heavily on subtheme 5 which is resilience. Psychological support and 
structural services, subthemes 1 and 4 respectively, were the second most highlighted followed 
closely by cultural services (subtheme 2) as being vital to one’s promotion of adherence to 
HAART. Very few survivors were comfortable enough to speak about any “positive” link 
between their religion and spirituality to their HAART adherence as well as how their lives 
were affected by historic trauma suffered by their parents/guardians, making these subthemes 
(3 and 6 respectively) the least represented. Factors under subthemes 1 through 4 however, 
were prevalent within subtheme 5 as promoters of one’s resilience which shows how closely 
connected the subthemes are and how they work together in synergy for better health outcomes.  
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Table 6 Summary coding frequency for responses for 27 participants - Facilitators of HAART 
adherence 
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01 (IS) 1    2 1 
02  1   3  
03 1 2  2 3  
04     1  
05    1 1 1 
06 1      
07 2   3  1 
08 2   1 2  
09 (IS) 1 1   2  
10 1 3 1 3 6  
11 (IS)    2 3  
12   1  2 1 
13  2   1  
14 4  1 2 5  
15    2 5  
16 3    5  
17    2 5  
18 2   1 3  
19 1 2  1 6  
20 (IS)(LSB) 1    5  
21 1    3  
22 (IS) 1    3  
23 1 1  2 4  
24 (IS) 2 3 1 5 5  
25 (IS) 1 1 1 2 2  
26 3 4  2 2  
27 (IS) 2 2 2 2 2  
Tally 31 22 7 33 83 4 
 
 The subthemes for factors leading to HAART non-adherence are shown in schematic 
Table 7 which also represents part of the broad-based matrix (survivor views) independent of 
line-by-line coding. 
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Table 7 Factors leading to HAART non-Adherence  
 
4.1.2 Factors leading to HAART non-Adherence 
 4.1.2.1 Personal. 
 Stigma/discrimination, loneliness, lack of supportive relationship. 
 Stigma and discrimination can lead to lack of adherence to HAART in various groups. 
Participants in this study indicated that through the development of anger, loneliness, and 
engagement in unhealthy behaviour, stigma and discrimination can promote non-adherence to 
HAART. They commented; 
They basically cut me off once they found out I was HIV. All my aunties and cousins 
and that. I’m just alone. I just have Native Health (A014). 
 
People shy away from you. You can’t have a relationship really because they shy away 
from you. It’s a hard life (A026). 
 Injection drug use, alcohol abuse, and partying. 
Subtheme Specific attributes 
1) a. Personal Stigma/discrimination, loneliness, lack of supportive 
relationship 
Injection drug use, alcohol abuse, and partying  
Tiredness 
Depression 
Forgetfulness 
2) a. Cultural Restrictiveness 
3) a. Structural Lack of information and other structural services 
Negativity and/or lack of trust and understanding 
Oppressive Indian Act 
4) a. Religion and spirituality Atheism, negative view of religion and spirituality 
Doubt cast on genuineness of spiritual practitioners, power 
differential 
5) a. Intergenerational Historic 
Trauma 
Core direct effect 
Stigma and discrimination 
Injection drug use, alcohol abuse, anger, sexual 
promiscuity 
Lack of trust 
Family separation, being fatherless, lack of family skills 
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 Destructive or reactionary unhealthy behaviors, including being engaged in alcohol 
abuse and Injection Drug Use (IDU) can lead to reduced adherence to HAART. Some 
participants commented; 
It is the drugs too but I’m not going to blame it all on the drugs. Like all in all it’s my 
fault, right, that I don’t take them, because I do get them dropped off, right. And yes, I 
guess I’ve been doing drugs for like a long time, I party, I don’t think I’ve ever had a 
sober day in the last four years (A007). 
 
I was busy, doing things, I’m a drug addict so sometimes I have to go out and put 
something in my pocket, right. I’m just showing you something. I have to go out and 
get some drugs, okay, so that’s what I mean. I don’t go home because I’m trying to do 
things to help myself (A026). 
  
 Tiredness. 
 Complex, high pill regimens can lead to suboptimal adherence to HAART as the 
medications are not easy to take. One participant in this study reported being tired as a result 
of a high-pill regimen as one of the reasons why he may not adhere to HAART. He lamented;  
You’re tired of taking pills all the time. I know I do. Fuck, now I’ve got to eat 6 or 7 
pills or whatever and you know, you get tired of that. So then you start doing something 
else, doing some dope or drinking or something (A012). 
 Depression. 
 Depression negatively impacts on HAART adherence through loneliness, a sense of 
hopelessness, and generally affecting one’s state of mind. A few participants commented;  
Sometimes I become complacent, right, there are days when I would stop, I wouldn’t 
take, won’t take them for a couple weeks because I’m just not in the right mind state, 
mentally, so. I get depressed and yes, it’s just depression and I guess a lot of stuff going 
on with me. I don’t know what all happens but it’s just, yes, I just stop taking all my 
meds, right (A018). 
I was depressed. In my place I get a little lonely, right, like because I don’t, I’m all by 
myself except for my cat, right. So um, it’s just I guess being lonely (A025). 
 Forgetfulness. 
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 Forgetfulness can contribute to HAART non-adherence. The following are some of the 
participant responses; 
I leave the house, out the door, I remember about 10 minutes later type thing. So it’s 
just forgetting (A010). 
Well, most of the time people just want to party and forget all about the medication but 
deep down, they try, they try to stay on it and stuff but they forget. They get caught up 
(A005). 
 4.1.2.2 Cultural. 
 Restrictiveness. 
 One participant commented that what may facilitate negative choices or actions leading 
to HAART non-adherence is the fact that some traditional ceremonies may restrict people from 
participating. He commented; 
To do that, to attend traditional ceremonies, you know, you’ve got to be off substance 
abuse and alcohol, to be in that circle. That kind of puts me off (A009). 
 
 4.1.2.3 Structural. 
 A lack of structural factors, such as HIV and HAART information provision, drug 
delivery programs and walk-in services can lead to non-recognition in patients of the efficacy 
of HAART, a general lack of trust in both the general public and in healthcare providers, and 
sub-optimal adherence. 
 Lack of information and other structural services. 
 Some participants in this study attributed their eventual lack of adherence to HAART 
to either a lack of or presence of conflicting information or a lack of access to services. They 
commented; 
Uh, just not having them (medications), not realizing how serious it was and how the 
disease itself can take over and change its DNA itself (A015). 
 
I mean like before I had a really bad thinking about them, thinking that they were bad 
(HIV medications), I didn’t think they were going to work for me (A003). 
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I couldn’t get them (medications) because even though I had no place to even take them 
even I wanted to take them. There was nowhere I could take them (A019). 
 Negativity and/or lack of trust and understanding. 
 A few participants didn’t see it as important to adhere to HAART as there is general 
negativity and lack of trust towards the value of Indigenous medicines and culture. They 
explained;  
There are some services, but with culture there’s a lot of push down, like they’re pretty 
negative about it (A008). 
 
Lack of understanding First Nations medicines. They think it’s hocus pocus or mumbo 
jumbo but, it’ll work, this hocus pocus, mumbo jumbo, it’s a monotonous joke, they 
just write things down and forget it. It doesn’t go anywhere. You do your ceremonies 
and stuff or whatever it is you do, it’s nothing. Nothing happens. It’s a big joke. It’s an 
illusion. But when you go to a First Nations ceremony, you actually see the results, you 
don’t have a level of commitment or understanding in your system (A013). 
 Oppressive Indian Act. 
 The Indian Act is both a beneficial, in legal and historical terms, and a controversial 
piece of legislation. One participant, with respect to his adherence to HAART, expressed the 
view that the Indian Act was a cause of anger as it was at most disabling Indigenous peoples’ 
expression of or taking away their lives and values. He strongly reiterated;  
To be moved away like a parasite, from our traditional heritage, ass holes, I told them 
that. They’re ruining that right now, had it been in my hands, it wouldn’t have been like 
that, it would be much better off. You could still drink water out of the ground if it was 
still in my hands. Because it’s not in my hands, you can’t do that. I tried doing that, 
three years ago, drinking water and that water was just rusty. It was contaminated. They 
had signs all over, no trespassing. This was my territory, I was raised up in there and to 
see the way it’s being handled there and just by a bunch of idiots that don’t know how 
to look after the land, yes, I get freakin’ pissed off. I almost feel like blowing their 
freakin’ heads off because they’re so stupid, on the land, even the way they conduct 
themselves. I’m sorry but you don’t go to a hunt, when you’re hunting moose, the way 
you came back here, they’re swearing and cursing and cursing. That’s just total 
disrespect, you know, that’s just totally uncalled for. And you get that all over. Yes, I 
see that and I get pissed off and I get angry (A013). 
 4.1.2.4 Religion and spirituality. 
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 Despite indications in this study that religion and spirituality are mostly positively 
correlated with HAART adherence, there is also a negative correlation reported.  
 Atheism, negative view of religion and spirituality. 
 One individual participant expressed a lack of belief in there being any role for religion 
and spirituality in one’s adherence to HAART. He commented; 
I don’t need religion or spiritual things in my life. I don’t care for it. I don’t believe in 
it. None of them, I don’t believe in anything. I don’t know I just don’t believe in any 
of them. I’ve got to take my medication, that’s it (A022). 
 
 Doubt cast on genuineness of spiritual practitioners, power differential. 
 One individual participant indicated that even though religion and spirituality may have 
a positive effect on his adherence to HAART, there is doubt as to the genuineness of some 
medicine men and/or spiritual practitioners as their work is sometimes compounded by misuse 
of power and the need for financial gain. He explained; 
Uh, I’m not putting any of these spiritual practices down, but it’s, some of these peoples 
out here, they’re paid, bought medicine men. They’re behind the curtain and you have 
to watch for that. There are some people out there that are not what they say they are 
(A017). 
 
 4.1.2.5 Intergenerational Historic Trauma 
 Core direct effect. 
 The direct core effects of intergenerational HT include abuse of all forms and the quest 
to strip Indigenous children of their identities. This continued trauma is now linked to 
vulnerability to HIV/AIDS and suboptimal adherence to HAART as voiced by most of the 
participants in this study. This is exemplified by the following quotes; 
It’s all related to the residential school experience because when we went to residential 
school, like I said I didn’t go there to get educated, I went there to get de-Indianized. 
Well, they try to make you white, for sure (A012). 
It affects the mental health. I know they beat you like they take away the person who 
you could be, away from you. They beat the spirit out of you. So they make you want 
to die instead of live (A013). 
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Language, we were not allowed to speak any of our Cree language at all, it was either 
English or you don’t say nothing at all. If you spoke your language, you got a beating 
(A021). 
Everybody did get sexually abused. Everybody did. Physically and mentally too. You 
know, when you got molested, you learned to block it out while they were doing it. It’s 
um, it’s a total different think, you know. I believe it’s done me a bad thing, mentally, 
I mean it was physically too but I mean that I learned to deal with it, but it’s upstairs 
where it’s hard, it doesn’t leave. No. That’s something that never leaves. I don’t care 
what anybody says, it doesn’t leave. I’ve learned to deal with the pain, live with it 
(A006). 
Nothing ever did come out of it. I have yet to see some good, a positive story. Please 
show me, I’ll shut my mouth right now. You show me. Residential school is a form of 
genocide, that’s a genocidal policy. It wasn’t meant to educate you, it was genocide. 
Cultural genocide (A018). 
Growing up, we used to get beat a lot for just whatever or they could make up the 
reason, even if they were in a bad mood or something like that and we would, us foster 
kids would get it, you know. They’d take their anger out on us all the time, right. And 
it wasn’t very good and then the foster sisters started getting raped and stuff like that 
too, right. Not good. That was not very good. It still bothers me to this day (A007). 
 Stigma and discrimination. 
 Survivors in this study commented that the syndemic connection of HT and HIV/AIDS, 
compounded with stigma and discrimination, makes appropriate response to the disease 
difficult and leads to their suboptimal adherence to HAART. They lamented; 
Sometimes I’ll walk around and people are, you say hello to them and they don’t even 
say hi or anything. That makes me mad, I just say fuck you back. That’s still 
discrimination, they don’t say anything. That makes me mad when I say hi and they 
don’t say nothing back. I always say that. They just laugh about it. Nobody should be 
discriminated against, nobody, nobody’s better than nobody. We’re all the same. 
Everybody dies (A019). 
 
They’ve helped me pretty much I think. Um, in a good way. Somebody tried to out me 
once and some girl grabbed her, you know, you’re not just outing that person, you’re 
outing all the people that you hang around, you know, and you got to watch your words 
down here because you know, like it’s something you don’t do down here (A016). 
 Injection drug use, alcohol abuse, anger, sexual promiscuity. 
 Other secondary effects of historic trauma, including IDU, alcohol abuse, anger, self-
blame, and sexual promiscuity, are quite prevalent in survivors. Some participants in this study 
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indicated that these unhealthy coping mechanisms or expressions of trauma contribute to their 
suboptimal HAART adherence. They commented; 
Absolutely. Anybody who has an addiction, you know, has a hard time taking their 
medication. Definitely. And people who went to residential school. Anybody with 
anger issues, you know, you get all kinds of other people, they say well I quit, well, 
he’s going to die. So I’ll just stop taking my meds, get sick and end up in the hospital 
and die. You know, that can happen, right (A025). 
 
Because it made me really um, like really angry with a lot of authority figures and stuff 
like that. People that think that they’re God and they can go and take somebody’s family 
and tear them apart and then expect that person to go and survive after that and you 
know, think normal things, right. Like people think they’re doing good and something 
good for this family and they’re not, they’re actually destroying it, right (A021). 
It affected my, it made me an alcoholic, put it that way. They used to beat you up for 
speaking your language. Then my father, my father physically beat me up and my 
mother. He was an alcoholic. Made me an alcoholic today, made me mad. Made me 
mad all the time, maybe that’s why I’m mad today all the time (A019). 
 Lack of trust. 
 The lack of adherence to HAART in Indigenous patients is in part secondary to lack of 
trust in healthcare providers and medical institutions that stems from the legacy of residential 
school. This is evident in this study. One commented; 
I think there is a cure but they just don’t want to put it out there yet (A013). 
 
 Family separation, being fatherless, lack of family skills. 
 HT either directly or indirectly (through the foster care system) results in separation of 
families, a sense of hopelessness and unhealthy behaviours that include suboptimal adherence 
to HAART. Some participants in this study attested to this. They commented; 
Uh, well, it didn’t let me have a relationship with my dad (A025). 
 
My birth parents, they abused alcohol and because they abused alcohol, we were taken 
away at a young, from them at a young age. We were put in foster homes. It wasn’t 
good. They abused me pretty bad (A018). 
The parents I did have, I didn’t have them for a very long time so I don’t really know 
what it’s really like to have those abilities to have a family or a group or anything, so 
I’m pretty messed up, that’s where residential schooling messed me up. Because I lost 
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my parents and without them, I didn’t learn very much about being sociable and getting 
a family together or anything like that. I just grew up on my own (A010). 
 On the theme representing factors that hamper one’s adherence to HAART (see table 
8), intergenerational historic trauma (subtheme 5a) was seen as the first and most devastating 
factor towards one’s choice to stay on HAART. Personal reasons (subtheme 1a) and a general 
lack of structural services (subtheme 3a) were the second and third most represented in 
survivors’ comments respectively. Presence of inadequate or un-accommodating cultural 
services (subtheme 2a) and/ or non-belief, doubt or a general negative view of religion and 
spirituality (subtheme 4a) were the least subthemes cited as causing non-adherence to HAART. 
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Table 8 Summary coding frequency of responses for 27 individual participants - Factors leading to 
HAART non-Adherence  
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01 (IS)     1 
02     1 
03   1   
04     1 
05 1     
06     1 
07 2    3 
08 1  1  1 
09 (IS)  1    
10 2    1 
11 (IS)   1  2 
12 1     
13   1  3 
14 1  1  2 
15   1   
16   1  2 
17 2    1 
18 1    1 
19   2  2 
20 (IS)(LSB)     1 
21     1 
22 (IS)    1  
23 2    1 
24 (IS) 1    4 
25 (IS) 2    3 
26 4    2 
27 (IS)   1   
Tally 20 1 10 1 34 
  
 The subthemes for comparison on specific issues are shown in schematic table 9 which 
also represents matrix focusing on specific issues in terms of implications for practice and 
issues worth further research. 
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Table 9 Comparison on specific issues 
 
4.1.3 Comparison on Specific issues 
 4.1.3.1 Health definition. 
 The definition of health has evolved over time. For most Indigenous communities 
‘health’ may mean different expressions of a holistic way of life, interdependence between the 
spiritual and natural world, and encompass mental, emotional, physical and spiritual harmony 
in individuals and the community at large. 
 Good way of life. 
 A few participants indicated that health is basically akin to one being content, feeling 
pleasure, and having a good way of life. One commented; 
Health is just maintaining my lifestyle, eating right, doing my medication as I’m 
properly supposed to do them (A008). 
 
 Biomedical – indices, functional, absence of pain or sickness, long life. 
 Most of the participants attributed health to a situation where one is free from pain, 
defects or disease secondary to normal biophysical processes. They lamented; 
 
I think health is what happens when your body, your immune system is holding up to 
its end of bargain of living and that everything in your system is working well and 
Subtheme Specific attributes 
1) b. Health definition Good way of life 
Biomedical – indices, functional, absence of pain or 
sickness, long life 
Medicine wheel 
External appearance/ place association 
2) b. Reserve services versus 
town services 
Reserve services absent or worse than town services  
Town services absent or worse than reserve services 
3) b. Stigma Reserve stigma and/or lack of confidentiality worse than 
in town   
Stigma and power differentials - lack of cultural safety 
4) b. Historic trauma effect 
intergenerational and survivor 
status comparison 
Direct survivors have more negative effect than indirect 
survivors 
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everything is functioning the way it should function and there’s nothing there to 
threaten your immune system and that your immune system fights off the common cold 
and everything. So as long as you’ve got good health, your immune system fights off 
most illnesses. So they always tell you to eat healthy, and exercise healthy (A014). 
 
Um, being able to do my daily activities without any assistance from medication or 
whatever. Uh, it means a lot. I’ll live a lot longer if I take care of myself (A027). 
Health to me means I’m able to get up in the morning and feel well. If I could get out 
and about and feel no pain and feel wonderful, I’m healthy (A025). 
 Medicine wheel. 
 Still other participants expressed a holistic understanding of health akin to the Medicine 
Wheel tenets. They remarked; 
Um, completely healthy, like strong inside your head, your heart. Physically, physically 
because, especially at my age too, right now and the work I’m doing I’m actually in 
pretty good shape so (A021). 
 
Um, health is about healing (from trauma) and I don’t know, growing and keeping 
yourself safe and valuing things. Healing, in every which way (A017). 
Health? It’s so general, it could be mental or physical or emotional, spiritual, sexual, it 
refers to all aspects so it’s really general (A013). 
 External appearance/ place association. 
 One participant, in describing bad health referenced it to the physical/ external 
appearance of someone or a place. He commented;  
It looks like Main Street and Hastings. It’s a place where unhealthy people hang out. 
So if somebody is unhealthy, they look unkempt (A026). 
 
 4.1.3.2 Reserve services versus town services.  
 Reserve services absent or worse than town services.  
 Most of the participants in this study expressed the view that HIV/AIDS services, 
including information services, are either absent on reserves or if present, worse than those in 
town. Because of this, compared to those in town, most patients living on reserves may not be 
as resilient or able to adhere to HAART. The following were their comments;   
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It is pretty hard to get those kinds of medications on a reserve because they’re so 
isolated or whatever, depending on what reserve it is (A016). 
 
It’s way better here. There’s other places for people like myself to go, right. Like on a 
reserve there’s nowhere to go. Here there are drop-in centres and so forth (A022). 
They have absolutely no knowledge at all on our reserve about HIV or anything like 
that at all. On my reserve, no. There’s nothing there, no services (A012). 
I think it’s more hard when you’re on a reserve because then you don’t want to go out 
to pick up your medication, traveling all the way, to figure out where to get it, once you 
run out, you don’t want to run and grab another batch from your doctor. It might take 
a long time to see your doctor. So I think that would be harder to actually do, to keep 
yourself on track on reserve. Especially when they don’t have a regular doctor, 
constantly, like those in the city do. (A025). 
They have documents saying about HIV this and that but they don’t really talk about 
it, to the young people over there (on reserve). I really think the young people must 
know about this HIV, because you give them a hug and they’re going to expect, you 
know, you’re going to catch something, just from a hug. Or a handshake. It still goes 
on like that (A008). 
 Town services absent or worse than reserve services. 
 Conversely, a few study participants were convinced that there are more HIV/AIDS 
services on reserves than there are in town. Because of this, compared to those in town, most 
patients living on reserves are more resilient or able to adhere to HAART. They remarked;  
Those on reserve are better off than those in town, Yes, the support, taking medication. 
Well the reserve is the same as living in the city, some get home deliveries, on a reserve, 
it’s optional for them, to go pick it up or have it delivered. Here, you have to be almost 
dying before they can deliver it because I’ve asked for delivery and they’re like you’re 
able to walk, you know (A016). 
 
The reserve gets a lot more support than what the street people get down here (A006). 
People who live on the reserve have more services. Absolutely. It’s friends and 
community on the reserve as opposed to cultural services here so. More cultural 
resources here though, in Vancouver. Pretty much (A011).  
 
 
4.1.3.3 Stigma. 
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 In some of the Indigenous communities today, especially in rural and remote areas 
where HIV/AIDS services are either unavailable or meagre, those living with HIV and AIDS 
remain deeply stigmatized. 
 Reserve stigma and/or lack of confidentiality worse than in town.   
 Most of the participants in this study made the assertion that there was more stigma 
towards those living with HIV and AIDS on reserve and/or a lack of privacy and 
confidentiality, either because reserves are very small areas or because of lack of information 
on HIV, as compared to those living in town. For some, the stigma and easy divulgence of 
one’s HIV status by others leaves them with a sense of hopelessness and prevents them from 
adhering to HAART. They commented; 
Well, I went back to the reserve, they knew I was, they heard I was HIV positive and 
right away people that I knew there, they didn’t want anything to do with me anymore 
because they were scared that even just from a handshake they were going to get it. 
They were going to get HIV or what they call it, is blown out AIDS, that’s what they 
call it right there and they don’t want to touch you or have any part of you because 
they’re scared they’re going to catch it and they’ll die (A003). 
 
If you live on the reserve, I’m sure it’s a lot tougher. It was really tough for me because 
there’s not much acceptance when you have a disease like that. They don’t really, you 
know, dig it and they’re not very proud about that. And they’re very proud people, 
right. One would think that if you’re on reserve, there’s more Aboriginal people there, 
right. Yes, but they’re very cold about the topic (A010). 
I do think there’s a difference (in taking medication) because reserves are like, they’re 
so small, right, and everybody talks there. Like everybody talks around here but the 
thing is I don’t have to hear none, some of the things people have to say because we’re 
in the city and it’s so big, right. It’s just I avoid them. But on a reserve, it’s so small, 
you have to sit there and listen to all the stuff people are saying about you (A026). 
 Some participants reiterated that people on reserve actually do care about the welfare 
of others except that their lack of knowledge leaves them in a dilemma. One commented; 
They were caring (on the reserve) but at the same time they seemed kind of scared, you 
know. They didn’t know what to expect (A018). 
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 Two other participants further explained that in town they experience more stigma for 
being drug addicts than for being HIV positive. The following were their comments;  
Out there, they’re totally different. Out here, they’re more accepting of HIV and yes, 
I’m in town for that reason also (A014). 
 
I’ve been discriminated more being a drug addict (in town) more than I’ve ever been 
for being HIV positive. Ever, I’ve never been ever (A017). 
 Stigma and power differentials - lack of cultural safety. 
 A few participants in this study voiced concern that even if services may be available 
in reserve communities, the prevailing stigma is compounded by power differentials that 
culminate into a lack of cultural safety and a negative impact on HAART adherence. They 
made the following remarks; 
The services are there but it’s only for the Chief’s family. You see, because I have a 
big mouth, I shoot off my mouth, I speak the truth (A014). 
 
Well, there’s stuff there but it’s, like if you’re HIV, you’re looked down as very, very 
bottom of the barrel. And not too many want to associate with you, that’s right. They 
have pamphlets to show you and that but they don’t care. They don’t want to get 
involved with you at that stage. They don’t want to touch you. Because they might 
catch it from you, they think (A026). 
 One participant had a different view however, reiterating that he would rather be back 
on reserve than in town. He commented; 
Now that I’m older I think I would like it more on reserve because I’m starting to realize 
I’d rather take traditional substances than speed (amphetamine), like I’m getting to like 
the silence, like the peacefulness, rather than the noise, the hustle and the bustle (A016). 
 
 4.1.3.4 Historic trauma effect - intergenerational and survivor status comparison 
 Many survivors have negative outcomes following abuse while others may develop 
adaptive coping strategies. However, among those with HIV, resilience can mitigate the 
association between the history of abuse and suboptimal HAART adherence that is often 
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reported. In the midst of other confounding factors, the attainment of resilience may depend 
on whether the trauma was experienced directly or indirectly.  
 Direct survivors have more negative effect than indirect survivors. 
 A handful of participants believed that direct survivors of residential school are more 
affected by trauma, their expression of it is greater and they tend to be less resilient than indirect 
survivors. They commented; 
I think residential school people would have more effect than ones who didn’t go. Like 
my grandparents, theirs is worse. My parents are not that well educated and it was really 
bad, and the one after that, it started to clear up, like I’m doing the healing. So I’m more 
resilient, yes (A011). 
 
Well like my mother, she wouldn’t have been such a strict person or she wouldn’t have 
been so, you know, yelling all the time when I was a kid, it seemed like, um, I think it 
affected her a lot more than it affected me. I mean, but, I mean I was just a kid and she 
was just a kid too I guess basically. And it must have been a really hard time in 
residential school because you have all these people yelling at you, especially adults 
and stuff like that (A024). 
 On comparative responses on specific selected issues (see table 10), most survivors 
voiced how their definition of health (subtheme 1b) relates to their resilience (the biomedical/ 
physiological view being more prevalent than the medicine wheel and/or Indigenous ways of 
knowing response). Almost the same weight in responses was given to how services are lacking 
or inadequate or reserve versus in town (subtheme 2b). Stigma was seen to be present both on 
and off reserve (more so on reserve) with equivocal responses on what type of stigma was 
prevalent in each case - stigma towards HIV/AIDS on reserve versus that towards being a 
substance abuser off reserve (subtheme 3b). Further there was less confidentiality about one’s 
HIV-status on reserve as compared to in towns (subtheme 3b). Finally, a few survivors 
reiterated how they felt historic trauma affected them and their resilient response through 
generations and depending on survivor status (subtheme 4b) with most having the view that 
direct survivors are affected more but less resilient to historic trauma than indirect survivors. 
  
119 
 
Table 10 Summary coding frequency for 27 individual participants - Comparison on specific issues 
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 The same objectives and questions, modified to fit the setting and interview delivery 
(discussion for focus group and fluid lifescape narrative for LSB) were applied to the focus 
group and Life Story Board. The data yielded similar themes for facilitators of adherence to 
HAART and comparative themes on health, services, and the historic trauma effect. 
Participants’ differing views and deeper explanations of important facets and perspectives 
raised in the individual interviews will be presented here under their respective themes and/or 
subthemes.  
4.2 Focus group results 
4.2.1 Facilitators of choice or actions leading to HAART Adherence 
 4.2.1.1 Psychological support 
 Family and friends support 
 Under this subtheme, in contrast to most individual participants’ views, some FG 
participants went further and said that having support from one’s genetic family does not 
promote resilience. Others may not even consider their blood relatives as family, for one reason 
or the other. However, they found support in their friends and healthcare workers whom they 
considered as family. This is shown in the following responses; 
I never felt the love from my own family growing up. I’ve never been told I was loved 
or hugged or anything like that. Um, the friends that I have here in the city, it’s like 
we’re all a family and we all tell each other every day that we love each other, that you 
know (A029 focus group). 
 
Yes, actually the people who work at Native Health I consider them family and friends. 
The staff, the nurses, the outreach workers, the people who tenderly care for us. And 
it’s genuine, it’s not like it’s a job for them, it’s totally genuine. And they also help you 
stick with your medication, and with your self-esteem as well (A028 focus group). 
 Group support/ therapy 
 In support of the benefits of group support voiced by individual participants, FG 
participants further added that sitting in group circles to discuss matters related to HIV/AIDS 
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not only made some men feel safe but also contributed to their healing from trauma as they 
told their stories to one another. One participant commented; 
We are more like families in a group, like there is healing in the circle, you talk with 
each other and you feel safe (A032 focus group). 
 
4.2.2 Factors leading to HAART non-Adherence 
 4.2.2.1 Structural  
 Lack of information and other structural services 
 
 A few FG participants, though agreeing that information and services were generally 
lacking, further attributed their eventual lack of adherence to HAART to the fact that healthcare 
providers in conventional clinics/practices did not set aside enough time to explain what 
patients needed to know about living with HIV/AIDS and HAART. One commented; 
HIV services…Uh, they give me information about HIV and that’s all you need to hear 
anyways so. But out here, they don’t want to take that time to explain things so it’s a 
good thing to have other resources like this (Native Health), you know. To find out 
information like that (A030 focus group). 
 
 Still others went further and said that there is dishonesty by some healthcare providers 
and this may contribute to suboptimal adherence to HAART. One explained; 
Honesty sometimes. Sometimes there’s dishonesty in the workers themselves. They 
play mind games with you, like when they see that, they believe that you’re stressing 
and you need mental help, they’ll lie to you and say that the doctor wants to see you, 
when the real reason is the police are down there taking you to a hospital to put you in 
the psych ward, that’s not cool. They shouldn’t be, like they should’ve just went (named 
person), we think you should get some help for a little while, we’re going to put you 
into the hospital until you get better instead of lying to me (A034 focus group). 
 
 Oppressive Indian Act 
 In further expressing their disgust for the oppressive nature of the Indian Act, a few 
focus group participants voiced the fact that the Act has led to deleterious effects on heath 
service provision. One commented; 
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The Chief and Council only govern. They’re there to govern poverty and administer 
the housing. That’s it. That’s all what a Tribal Council or Band Office is. That’s all 
they’ve been doing, they do nothing else. Some of the reservations are like third world 
countries, there are no services. And that’s why because of that and the Indian Act that 
is imposed on us that is oppressing, legislation that we’re all living under today. This 
oppressing legislation. That is a very dangerous precedent because reserves are like a 
sitting time bomb for an epidemic. Like those couple of reserves that I know, like the 
majority of the people there that are HIV positive or have got AIDS (A029 focus group). 
 
 4.2.2.2 Religion and spirituality  
 Doubt cast on genuineness of spiritual practitioners, Power differential 
 A few FG participants agreed with one participant from the individual interviews in 
that they saw the use of medicine men and/or spiritual practitioners as a viable option towards 
their healing from trauma. They further explained why there may be doubts as to the 
authenticity of would be medicine men and/or spiritual practitioners. One explained; 
I mean it was an experience on its own. I’m just telling you. I’ve known nothing else 
and I know it works. It’s just that you just have to find the right one because a lot of 
these spiritual practitioners are just for show, you understand. They’re in there for the 
money and for the prestige, oh I got power, but you know when you get power, you 
have to learn how to manage it, to hold power. Because some people when you hold 
power it gets to their head. Look at the leaders around us. You forget about doing the 
right thing. You’re playing with the fruits of the Creator. And when you play with such 
a high power entity like that, you’re asking for trouble for yourself. You see the Creator 
entrusted you in giving these…the fruits to help people. This is what I was told (spoke 
in his language). That means with your gift, no person, no human being should cry out 
in pain because of your spiritual practice. You see, once people start doing that, you 
weaken yourself and when you have your negative thoughts and stuff, like around this 
area here, it’s hard to do that, you know. Even those spiritual practitioners, I know they 
have a hard time because many of them they need an assistant to help them so they 
don’t fall over. Or drop dead. So you have to watch it, but it does work. You just have 
to be cautious how you associate with them (A030 focus group). 
 
 4.2.2.3 Intergenerational Historic Trauma  
 Lack of trust 
 Some FG participants agree with their counterparts in the individual interviews in 
blaming the absence of trust to their lack of adherence to HAART. The FG participants further 
  
123 
 
explain that the lack of trust is not only of healthcare providers, and medical and government 
institutions but also of researchers and government institutions. Two commented; 
I’m telling you as it is, whether you like it or not, respect that person there. You just 
get the big lump sum in your pocket. That’s what the bloody thing is (A028 focus 
group). 
 
The federal body that funds the research (CIHR)24. So, if they’re a corporation, I’m 
going to assume that each one of us is going to get a sum because you remember this, 
they are making money off of us, so why can’t we get a few bucks off of them. It’s only 
fair (A034 focus group). 
 4.2.2.4 Stigma  
 Stigma and power differentials - lack of cultural safety 
 Apart from recognizing the existence of power differentials and a lack of cultural safety 
in service provision on reserve, a few FG participants reiterated that some of the stigma seen 
hinges towards being pathological and leads many to a state where they would not want to 
disclose their HIV statues. One commented; 
People don’t like the truth but I still say it. And because of that, because I’m an HIV 
activist, Band activist or whatever, I don’t know, it’s just not working though. This 
service is like what has been said, uh, lack of a better term, sucks on the reserve. And 
when they find you are positive, they treat you like a leper. You should see what they 
did to my house when they found out I was HIV positive. They put down “die faggot”, 
“You want AIDS, come here”, you know, all these horrible things that you know, I’d 
come back to my house and you know I’d have these death threats there. “Go back to 
where you came from”. Like I am not where I come from, I mean this is what you get 
and when you get this, you know, even the whole reserve turns on you. You know, 
there’s how many people from our reserve, there’s about 10 of us and there’s only well, 
it makes me now, only me, I’m the only one that’s recognized of all the 10 of us that 
are HIV positive from our reserve and I am the one that gets shit on, lack of a better 
term. Here’s this guy with AIDS you know, I mean it’s like that, and the other guy that 
was like that, we were looked upon like, dogs were given more respect. Residential 
dogs have more respect (A036 focus group). 
 
                                                          
24 Created on June 7, 2000 by an Act of Parliament, the Canadian Institutes of Health Research (CIHR) is 
Canada’s non-profit making federal funding investment agency for health research. With the goal of improving 
health and strengthen Canada’s healthcare system, the CIHR works in collaboration with researchers and partners 
to support innovations and discoveries (Canadian Institutes of Health Research, 2003).  
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4.2.3 Comparison on Specific issues 
 4.2.3.1 Historic trauma effect intergenerational and survivor status comparison  
 Direct survivors have more negative effect than indirect survivors 
 Some FG participants agreed with their individually interviewed counterparts in 
believing that direct survivors of residential school are less resilient as they are affected more 
by the trauma when compared to indirect survivors. However, a few men in the FG discussion 
further expressed the view that individual responses and expressions of HT may vary 
irrespective of one’s generational or survivor status. They commented; 
Well, everybody gets a little bit of abuse out of it (residential school), right, there’s no 
way out. But uh, I don’t feel like I’ve gone through too much damage. I try to work my 
way out and keep my head up (A028 focus group). 
 
Well, like I said there again, I mean one was abused, one less. They’re only listening 
to other people’s stories, right. They (indirect survivors) cope better. Like I say, when 
things were happening to that person, they learned to block it out and they thought of 
other things, and like I said. Totally mentally, man. And you have damage and you 
learn to live with that though. And to block it out and you do other things in place of it 
and you know. Some people can hold their anger about it and some people can’t (A031 
focus group). 
 The summary thematic coding analysis for the 9 focus group participants (see table 11) 
indicated the adverse effects of intergenerational historic trauma (theme 5a) as the most 
discussed. This was followed by survivors’ comments on how they manage to be resilient 
(theme 5) and to adhere to HAART in the face of daily challenges. None of the focus group 
participants were willing to comment on possibility of there being any indirect "positive" health 
outcomes from strictness and/or discipline (theme 6) meted upon their parents/ guardians 
through the residential school experience or to comment about any cultural restrictiveness 
(theme 2a) in traditional ceremonies as a cause of low adherence. 
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Table 11 Summary thematic coding analysis for the 9 focus group participants 
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4.3 Life Story Board session results 
 
4.3.1 Facilitators of choice or actions leading to HAART Adherence 
 
 4.3.1.1 Psychological support 
 Family and friends support 
 Despite the fact that the presence of family and friends support fosters the development 
of resilience, one LSB session participant expressed the view that having family around added 
to peer pressure contributing to his unhealthy behaviour. He commented; 
I had no support to keep going to the sweat lodges. My other cousins were doing drugs, 
needles, heroine, you name it. There was no work too. I started selling drugs and using. 
Nothing to do (A034 LSB). 
 
 Another LSB participant expressed the view that, because of his family’s unhealthy 
behaviours, he has personally chosen not to associate with them. He commented; 
I don’t interact with my family. I’ve got nobody. I’ve got a big family. I don’t ask 
nothing from them. They’re just blood relatives. They’re too stupid, they’re too crazy. 
They do drugs and alcohol. I don’t like that kind of negative stuff. They do that…out 
of my life! (A030 LSB). 
 
 One other participant added that stigma and rejection from family members had a 
reactionary effect on him as he built and continues to build resilience in response. He 
commented; 
Because of my family being like that, I said this is the last time I’m ever touching this 
door. You know if you’re going to be assholes like that then you know what, I’m 
leaving. You can just go, go fuck yourself. I slammed the door and I said you want me 
out of here, this is good. I’m leaving. I don’t want to be in this hell hole anyways, with 
a bunch of idiots. Sold outs. I set my own positive thing, I left and I’ve never returned 
and I have a much better life, resilient life, now than I did (A036 LSB). 
 
 Another LSB participant however, in agreement with a few individual interview 
participants, explained that there is rather a lack of HIV knowledge on reserve that is perceived 
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as a ‘lack of care’ leaving people responding to hearsay with usually misleading information 
about HIV/AIDS as the only option. One commented; 
There are so many people that are so ignorant towards it, you know what I mean, they 
don’t mean anything, they’re just going to go by whatever. Whatever they hear. And 
it’s on the news too, you know. About HIV. A lot of them choose to follow what they 
hear from other people, even though they shouldn’t (A032 LSB). 
 
 Group support/ therapy 
 The feeling that group support has a positive effect on HAART was not universal, with 
one FG participant commenting that he preferred being in solitude than in a group. He 
commented;  
I keep to myself. The less people I know, the better off I am (A030 LSB). 
 
 4.3.1.2 Cultural services  
 Traditional medicines 
 Despite the support by individual interview and FG participants for one over the other, 
one LSB participant expressed the view that there is no difference between traditional and 
conventional medicine in terms of their effect on improving the health and wellbeing of those 
living with HIV/AIDS. He commented; 
I started learning about this HIV thing and traditional medicine. I learnt there’s no such 
thing as bad medicine. It all depends on how it’s being taken. It’s like two sides of the 
same coin. Nothing different. It (traditional medicine) works the same (A036 LSB). 
 
 4.3.1.3 Structural services 
 Employment 
 Despite the view by most individual interview and FG participants that being employed 
promoted adherence to HAART, one LSB participant expressed the view that being employed 
may not leave him with much time to fully engage in HAART. He explained;  
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Oh, just you know, trying to work hard, trying to stay alive. And you know, that was 
all before I got my HIV. After my HIV I quit working, you know, I just had to keep 
focusing on taking my medication every morning (A020 LSB). 
 
 4.3.1.4 Resilience  
 Indigenous services, religion, spirituality 
 Two LSB session participants expressed the view that the presence and use of 
Indigenous services, including sharing circles, understanding one’s religion and spirituality not 
only contributed to being resilient and ultimately fostered HAART adherence but also 
contributed greatly towards healing. They commented; 
At 14 years old, I started going to a sweat lodge with my uncle. I learnt how to smudge 
and to respect I guess. It helped me into resilience. Such a powerful ceremony, one of 
the ceremonies I went to. Being in a sweat lodge was part of my heritage, I started 
healing, my family too (A020 LSB). 
 
My grandfather at home when I came out about my child sex abuse. The more and more 
you talk about it, like sitting with you, you talk about it and let it go, every day, or as 
many times a day, you’ll notice that you won’t cry anymore about it because you’ve 
healed yourself (A032 LSB). 
 
 Hopes and dreams, reintegration 
 In contrast to some individual interview participants’ view, one LSB participant 
reiterated that the process of resilience for him had nothing to do with having hopes and dreams 
or recognising that there are new possibilities out there. For him, resilience was about working 
hard on a day to day basis. He commented; 
Future goals, dreams and aspirations? I have none. Just working every day. I don’t think 
about tomorrow. I think about today (A030 LSB). 
 
4.3.2 Factors leading to HAART non-Adherence 
 
 4.3.2.1 Personal 
 Injection drug use, alcohol abuse, and partying 
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 When asked about his engagement in the destructive or reactionary unhealthy behaviors 
of alcohol abuse and IDU, one LSB participant went further to explain that for him, lack of 
adherence to HAART occurs on and around Welfare Day because when he gets paid, he goes 
partying. He commented; 
If I don’t take them for a period of time that means they’d have to cut me off the pills 
(HIV medications) that I’m on and start me on a new dose of pills and the most days 
that I’ve not taken them were Welfare Day and the day after. That’s not all the time, 
though. You go partying with friends on Welfare Day (A034 LSB). 
 
 4.3.2.2 Cultural 
 Restrictiveness 
 One LSB session participants agreed with the notion that some traditional ceremonies 
may be seen as restrictive to would be participants. As a fire keeper, he further explained that 
the restrictiveness may be a means of protecting both the participant and others already taking 
part in the ceremony. He commented; 
My role is that of a fire keeper at the ceremony. I tell you if you are okay to go into the 
ceremony or not. I know if you are using (drugs) or not because I can see your aura. I 
can accept you or I can tell you to leave. If you don’t leave I take out soldiers and they 
kick you out. I talk to them and say I can see you are not clean right now. You are going 
to hurt somebody in there. Not only that you might hurt yourself. By using (drugs) you 
are not in the right frame of mind. You might bring in the wrong spirit. We do not want 
that creature with big claws and has scales. He will steal you and you will never come 
back again (A036 LSB).  
 
4.3.2.3 Structural 
 
Lack of information and other structural services 
 
 While agreeing with other participants in this study that there were not enough services 
for Indigenous male survivors on HAART, one LSB session participant explained further that, 
with respect to provision of structures and services for healing, the situation was getting worse. 
He explained; 
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What the Truth and Reconciliation Commission of Canada (TRC) are doing is opening 
a big can of worms. Its like when you have a scab on a wound then you pluck it off. Its 
another form of colonization. Where are the support services? You are given a 1-800 
number you call it for 5 minutes and you call that healing? Shove it up your ass hole. 
You have just opened a wound and they are bleeding and you’ve let them go. A lot of 
those people in the TRC testimonies have fallen off the wagon and they are back into 
square one. All that Coastal Health does is you bring a traditional healer in for a few 
minutes they do the blessings and that’s it. They might as well pack up and get out of 
here. We need something that is going to be 24/7 with all the cultural people in there 
(A034 LSB). 
 4.3.2.4 Religion and spirituality 
 Doubt cast on genuineness of spiritual practitioners, Power differential 
 Whilst agreeing with other study participants on their doubts on the genuineness of 
some spiritual practitioners, one LSB participant added that, as a spiritual practitioner himself, 
he is seen as a threat by the medicine men. He commented; 
The medicine men from my reserve. I don’t trust them, they are dangerous. I am 
stronger than them. They don’t like what I am doing. I am a ghost dancer. A ghost 
dancer is a medicine man who dances and suffers for his people, so that they can live. 
The medicine men don’t understand this. They think I am there just to get more 
powerful than them. That I am after their jobs or positions. I am also two spirited, they 
are not (A034 LSB).  
 4.3.2.5 Intergenerational Historic Trauma 
 Core direct effect 
 In three separate LSB sessions, participants elaborated more on the core direct effect 
of HT, physical abuse. The explained how they would intermittently fight each other (other 
children in residential school) to either show strength or prove their worth in a group, and how 
this ‘discipline’ they went through had an indirect "positive effect", making these men strong 
and resilient. They commented; 
After the fighting, when a new group came, I also picked on them. Watering and 
washing them in the shower on their first day. Took their beddings away. As part of the 
group, you know. Like, a way of proving yourself you belong (A032 LSB). 
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Well, attending residential school I went through a lot of discipline which had a lot to 
do with my attitude when I grew up to take better care of myself and to help others 
when in trouble. I learnt to be strong in a fighting community. We were made to play 
war games, fighting physically. Split into teams and made to be friends again at supper 
time (A036 LSB). 
 
I had to fight my way. I had a fight in the bathroom on the very first day. I had to prove 
myself in pecking order. I had to fight everyone to have rights in the group. You had to 
prove yourself. For me, I told myself I would survive. I gained respect. I became 
resilient. It was like jail in there (A030 LSB). 
 
 Apart from this abuse, what was further worrying is that those tasked to be supervisors, 
the nuns and priests, turned a blind eye to this physical abuse and in cases were not blamed for 
perpetuating it, with one participant in this study even blaming himself. The LSB participants 
commented;  
The guardians of our residential school, they like allowed the fighting, you know. The 
abuse, us fighting each other to go on. Every so often this happened (A036 LSB). 
 
It was not the nuns or the priests. We were supervised by other Aboriginal people, 
overseers, captains, and for the fighting, it wasn’t them (nuns or priests) that made me 
fight, just the other boys (A032 LSB). 
 
 Lack of trust 
 In agreement with individual and FG participants that lack of trust has a negative impact 
on HAART adherence, LSB session participants extend this lack of trust to care providers and 
even their own family members. Two commented; 
Mine (experience) was through physical beating and mental anguish and I went through 
that every day, for 2 ½ years and I couldn’t stop it and I was telling people, telling the 
white people, my family and that what I was going through and they couldn’t believe, 
didn’t believe it. And finally, when I did finally tell somebody, different people 
believed me. And I don’t know why they believed me and no one else did but until this 
day I can’t, I can’t, it’s hard for me to trust people (A020 LSB). 
 
It’s good business for the people that are giving us the HIV medication. Our business 
is going to them. I can’t trust them (A032 LSB). 
 
4.3.3 Comparison on Specific issues 
 4.3.3.1 Historic trauma effect intergenerational and survivor status comparison  
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 Direct survivors have more negative effect than indirect survivors 
 One participant argued that the trauma experience may not necessarily be more for 
direct survivors compared to their counterparts who didn’t attend residential school. He 
commented; 
The trauma is the same or may be different whether you went to Residential school or 
not. Some people of reserves still got hit hard by their parents because they treated them 
the way they were treated in residential school (A034 LSB).  
 Another further explained that indirect survivors may be more resilient than those who 
attended residential school as they are more aware of the trauma and its genesis. He 
commented;  
The next generations respond better to the trauma because they are more aware of 
what’s going on and with the people that did that. They know that it wont happen again 
and if it ever did the people would just stand up. Show what they can do. Its not 
something they can take down lightly (A032 LSB).  
 
 The summary thematic coding analysis for the 5 LSB session participants (see table 12) 
indicated survivors’ comments on managing to be resilient (theme 5) and adverse effects of 
intergenerational historic trauma (theme 5a) as the most discussed. These were followed by 
comments on psychological support (theme 1) and structural services (theme 4) as factors 
leading to HAART adherence, and personal issues leading to non-adherence (theme 1a). No 
LSB session participant thought there was any indirect "positive" health outcome from 
strictness and/or discipline (theme 6) from their parents/ guardians. Apart from this, only a few 
explanations on cultural restrictiveness (theme 2a) in traditional ceremonies and on how 
religion and spirituality might cause low HAART adherence were given. 
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Table 12 Summary thematic coding analysis for the 5 Life Story Board participants 
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 The LSBs for the 5 session participants are shown in figures 6 to 10 below. Personal 
identifiers have been redacted from the LSB results to preserve survivor confidentiality. 
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Figure 6. Life Story Board after session with participant A032 
 
Figure 7. Life Story Board after session with participant A020  
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Figure 8. Life Story Board after session with participant A036 
 
Figure 9. Life Story Board after session with participant A030 
  
  
136 
 
 
Figure 10. Life Story Board after session with participant A034 
 Since this was the first time the LSB method was being used to help elicit the 
Indigenous male survivors’ lived experiences, several questions were used to elicit their 
feedback. These included the following:  
1) What did you like and what did you not like about the LSB?  
2) Did you feel that using simple language, without medical jargon, and allowing you to 
revisit questions and answers through the LSB process helped? If so how? 
3) How did you feel about being able to do some of the writing on the cards, place some 
of the status markers and resource chips on the board? 
4) Did you feel you were able to have control over the gist of the conversation? If so, 
how? How did that make you feel? 
5) How would you compare a LSB session with say a one-to-one interview without it?  
6) How did you feel about looking at your life unfold on the board?  
7) What kinds of emotions or personal reactions did you have after the LSB session?  
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8) During the LSB session, were you able to talk about new things you had never talked 
about before? If so, why?  
9) Do you feel that telling your story and being heard through use of the LSB session has 
any healing effect on you? 
4.3.4 Life Story Board reflection 
 In the LSB sessions, allowing participants to revisit questions and answers through the 
LSB process helped to dig deeper into each individual’s subjective experience, and enabled 
reflection. They commented;  
It was pretty cool to see my life, look at it. Going back over and so, brought back more 
memories. I remembered more and I talked about other things that I couldn’t have 
otherwise, you know. It’s a good idea, definitely (A032). 
 
I’d never seen this before. It helped me a lot. It brings a lot of dimensions out. It makes 
you think of how you were back then, some reflection about how things were in your 
life compared to today (A034). 
The family thing, I like it because it has helped me think about my family right. Their 
names and everything. I haven’t thought about them for a long time (A020). 
With one-on-one interviews you can’t get in-depth answers to questions you may not 
understand too. You don’t tend to answer or give everything. This is way better. I’ve 
talked about more things now (A036). 
 Almost all participants felt that looking at their lives unfold on the board helped as a 
pictorial view in that they could see where they were before, where they were at in the present, 
and that there was still ongoing hope for recovery in the future. They commented; 
I guess, it really helps me come to the realisation that, you know how I view the 
world…in terms of how those who went to residential school are, how I am. It helped 
go back to residential experience. That my dad, even being a free living person that he 
is, how he has brought that onto me (A020). 
I made a salmon in water out of clay. It represents mother earth, food, healing, peace, 
togetherness, wellness, and sobriety amongst the people so that people can have hope, 
so that people can heal (A034). 
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 For some participants, telling one’s story using the LSB enabled one to realise and step 
out of their current situation of disorder (or that they were already moving on), to find meaning 
to move on to a place of order, in so doing providing the beginning of healing. One commented; 
This has, of course healing effect. If you don’t talk about it nothing happens. You have 
to talk about things for you to heal. Simple language helps to talk about things and just 
putting little pieces down helps to talk about residential school. This helps me to 
understand life a little more. To look deeper into things and just think about what harm 
I’ve done to people. And just realise, what kind of a good person I am now (A034). 
 In the LSB session, using simple language, void of medical jargon, and their being able 
to do some of the writing on the cards (especially their positive qualities/attributes), place some 
of the status markers on physical and emotional/mental health and resource chips on the board, 
and to control the gist of the conversation in their own words gave them freedom to describe 
their rich but unique experiences more than just explaining symptoms, thus contributing more 
to their own interpretation of experiences/events. Building a rapport with the participants and 
adopting the simple language allowed them to take more time to explain their traumatic 
experiences, expressions of trauma and resilience. Two participants commented; 
I felt I could control the conversation, you know. I felt comfortable, I mean I was fine 
with it. I mean I like the fact that you asked me if there was anything I didn’t want to 
talk about, I felt safe you know (A036). 
The time line is cool. I like how you’ve got papers and you write on them, and place 
markers. It was simple. The simple language, there was nothing that I didn’t 
understand. Very clear and to the point. There was nothing that confused me and I could 
go back…when I forgot, you know (A030). 
 Having the freedom and control of the conversation, participants could talk about other 
problems, ailments as well as disease syndemics affecting them. One participant commented; 
The forces against me…..right now I’m dealing with cancer and it’s probably the 
hardest thing I’ve gone through in my life. Residential school equals the same amount 
of pressure I’m going through right now.  The physical and mental pain, and other 
things I’m going through everyday is very excruciating. It adds up. It’s like residential 
school…you don’t know when it’s going to end (A034). 
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 Because of the dynamics of the LSB process, two participants felt that the session 
actually seemed to have taken shorter time to complete than a standard one-on-one interview 
would. One commented; 
This board seems to make the time go over quickly. It’s better than the (traditional) 
one-on-one interview (A032). 
4.4 Summary 
  This chapter has been thematically organised with results from the in-depth one-to-one 
interviews, focus group, and Life Story Board sessions of the study reflecting the lived 
experiences in answer to the research aims and questions. The major themes covered have been 
facilitators of choice or actions in relation to HAART adherence and resilience, and 
comparative responses on specific selected issues expressed by Indigenous men in the study. 
 Under facilitators of choice or actions promoting adherence selected quotes were 
presented under the subthemes psychological support, cultural services, religion and 
spirituality, structural services, resilience and historic trauma through first generation. Selected 
quotes were also presented for factors negatively impacting adherence under the subthemes 
personal, cultural restrictiveness, structural, religion and spirituality, and intergenerational 
Historic Trauma. Finally, chosen quotes under the third theme, comparative responses on 
health, services, and the historic trauma effect were presented under the subthemes health 
definition, reserve services versus town services, stigma and/or lack of confidentiality, and the 
intergenerational and survivor status comparison of the historic trauma effect.  
 The themes and subthemes were tabulated to give an overview of the frequency of 
responses given by the trauma survivors using each interview method. This shed light on 
various aspects of the study, in line with priori objectives, that participants were most 
comfortable or willing to talk about. A reflection on the use of the LSB was also provided. 
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This showed that participants were comfortable, felt safe and free within the sessions. The 
participants also felt they were in control of the LSB process and had more time to reflect on 
and describe their trauma and resilience. The process also afforded them the beginning of 
healing and a realisation that there is hope for recovery in the future.  
 In the next chapter the facilitation of adherence to HAART, looking at what works as 
well as what doesn’t work will be discussed. 
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CHAPTER FIVE 
Discussion 
 In this chapter the impact of HT and the role of resilience in treatment of Indigenous 
males living with HIV and AIDS in BC is discussed. After a concise introduction, a discussion 
of the themes is presented under the following sections; the facilitation of adherence to 
HAART – what works, what doesn’t, historic trauma – core and intergenerational transmission 
effects, resilience, and health definition. Culturally-safe recommendations to better address 
HT, with the hope of improving therapy-seeking behavior, one’s adherence to HAART and 
reducing deaths due to HIV/AIDS are then offered. A summary and implications for practice 
are presented to end the chapter.  
5.0 Introduction 
 HIV incidence, prevalence and resultant mortality rates from HIV in the Indigenous 
population of Canada are over-represented (Public Health Agency of Canada, 2011a). The 
complete destruction/ elimination of HIV/AIDS is not yet possible therefore persons on therapy 
ought to take HAART constantly. However, many Indigenous males do not adhere to HAART 
partly because they’re struggling with trauma secondary to the residential school legacy 
(O’Neil et al., 2012). Most research on HIV/AIDS therapy has highlighted maladaptive or 
negative health behavioural characteristics of Indigenous males (Mill et al., 2007) and less on 
characteristics enabling them to adapt and maintain their health and well-being. Research and 
knowledge on how much HT impacts one’s choice to begin taking HAART and to adhere to 
the medication were lacking. HT in Indigenous males was therefore revisited to gain insight 
into what determines people’s choices. An in-depth look at their experiential knowledge and 
resilience (Ledogar & Fleming, 2008) and posttraumatic growth (Triplett et al., 2012) may lead 
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to policies that consider areas of strength and adaptation and help avert the long-term effects 
of HIV/AIDS. 
 The purpose of this study was to explore the impact of HT on treatment in, and the role 
of resilience in dealing with HIV and AIDS in Indigenous male patients living in BC, and to 
offer culturally-safe recommendations to better address HT, aimed at improving treatment-
adherent behavior and reducing deaths due to HIV/AIDS. Indigenous males, between the ages 
of 15 to 64, from Vancouver and currently on HAART were interviewed following recruitment 
through sampling by purposive and theoretical methods (King & Horrocks, 2010). The 
qualitative method of interpretive description (Thorne, 2008) was used and, a cultural safety 
focus (Smye et al., 2010) employed to explore determinants of HAART adherence and the 
power differentials affecting this adherence behavior. Using open-ended questions, through in-
depth interviews, one focus group discussion and five LSB sessions, data was collected, 
transcribed, coded and analysed thematically (King & Horrocks, 2010). The themes are 
discussed here. 
5.1 The facilitation of HAART Adherence – what works, what doesn’t? 
 5.1.1 Psychological support. 
 Data from this study demonstrates that the doctor-patient relationship can promote 
linkage to care and HAART adherence. This is consistent with previous studies (Chongo et al., 
2011; Vervoort et al., 2007).  However, some studies have reported this relationship to be an 
inconsistent factor in affecting HAART adherence (Ammassari et al., 2002). This may be 
because this experience of a good relationship with one’s doctor entails professional support 
usually based on trust (Malcolm, Ng, Rosen, & Stone, 2003) and better medical follow-up 
(Vervoort et al., 2007). Further, this relationship may also hinge on the doctor’s initial 
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assessment of patient’s readiness for, and the latter’s acceptance of HAART   (AIDSinfo, 2016) 
as also reflected in this study. Overall, a trusting doctor-patient relationship is essential as it 
could promote a deeper and more informative interaction on one’s adherence habit and help 
patients to stick to their HAART  (Ingersoll & Heckman, 2005). Given that 88.9% of the 
participants in this study had been seen by the doctor over the last 12 months, the result is 
promising as this may reflect in part a good relationship with their doctor. 
 Consistent with previous studies, it was shown in this study that adherence to HAART 
can be promoted by family and friend’s support (Afolabi, Afolabi, Afolabi, Odewale, & 
Olowookere, 2014; Stubbs, Micek, Pfeiffer, Montoya, & Gloyd, 2009). Family and friends 
support helps to develop confidence in oneself and in taking HAART medication, brought 
about healing, and built in patients a conviction to live. The fact that this notion was also true 
for those who found support in their ‘other’ family (friends and healthcare workers instead of 
blood relatives) is important. This is because studies among homophiles have shown that, 
based on some traits and depending on the environment (“birds of a feather flock together”) 
this ‘other’ family relationship can be advantageous through synergy (Kiderra, 2014). These 
can foster an improved ability to harness and transmit useful information, and that of 
reciprocating helpful exchanges (Christakis & Fowler, 2014) which in turn can promote 
HAART adherence.  
 With respect to other studies that show that the presence of family may promote non-
adherence (Joglekar et al., 2011; Sharma, Khadga, Dhungana, & Chitrakar, 2013), the fact that 
one participant in this study noted the opposite is noteworthy. As Jadidi and Nakhaee (2014) 
assert, substance abuse can be promoted by one’s peers as their association together yields 
more opportunities to engage in the behaviour (Jadidi & Nakhaee, 2014). For most, this may 
be a reflection of lack of parental bonding and support, educational support, job training 
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programs, and well paid employment resulting in one succumbing to peer pressure, selling 
drugs for cash and engaging in substance abuse to reduce their pain. Further, though vital to 
the resilience of a group/community, some social networks and relationships can have the 
undesirable effect of vicarious traumatisation (Fox et al., 2015). This is not helped by the fact 
that, in this study, many have low job prospects as only 27.7% of the survivors had completed 
high school with a meagre 11.1% having attended university or college education. It seems 
evident from this study however, that promoting relationships of support, through family and 
‘other’ family, can mostly be helpful in the fight against HIV/AIDS.  
 Group support/ therapy and/ or group-based intervention is another factor that is 
reported to be promising in treating patients, especially the vulnerable with chronic diseases, 
including HIV/AIDS (AIDSinfo, 2016; Colvin, 2015; Lavoie et al., 2013; Vancouver Native 
Health Society, 2016). In this study, group support/ therapy has been shown to foster HAART 
adherence. Most Indigenous peoples are from collectivistic cultures (viewing the family as of 
higher importance than the individual) and as such do not dwell on search for personal 
happiness but on that of the group. Groups of people with life experiences that are similar, such 
as the Indigenous men in this study, can thus be beneficial to many going through difficult 
situations of trauma by promoting awareness, self-esteem, a decrease or lack of onset of 
depressive disorders (Nemade, Reiss, & Dombeck, 2016), mutual understanding, confidence, 
exchange of knowledge, sense of cohesiveness, and safety (Mead & MacNeil, 2006; Repper & 
Carter, 2011). This is so because emotional responses are made more or less normal in a group 
setting, as such people can relate better and are can authentically empathetic and offer 
validation to each other. This improves their social functioning as it opens them up to strategy 
suggestions and practical advice that may not be offered in a traditional setting (Repper & 
Carter, 2011). Through a process of storytelling in a safe and non-judgemental environment, 
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therapeutic benefits are reported, like pain amelioration, and group support also critically 
tackles the issue of power by paving the way for negotiating the relationship during situations 
of trauma (Mead & MacNeil, 2006). The people in a group are able to control what they 
disclose, when, and how much (Isakson & Jurkovic, 2013). Through promoting a sense of 
safety people in the group can then begin to practice alternative ways of responding, feel 
empowered, find hope in the possibility of healing, and to take personal responsibility for their 
health, including action towards HAART adherence. These facts may also explain why most 
of the participants contributed more about their experience of HT while in a group. Promoting 
group support/ therapy for this group of men and levelling power asymmetry may thus go a 
long way in helping people adhere to HAART.  
 A connection to family, friends, and/ or group support is indeed vital for HAART 
adherence and as such to being resilient for most of the participants. While men living in 
Vancouver’s DTES usually do so in overcrowded conditions, social isolation remains a reality 
and this in most cases is pathological as it poses significant health risks (Vancouver Native 
Health Society, 2016). It is ironic therefore that, from this study, one participant attributed his 
HAART adherence to living a life in solitude. This is significant because, as some reports 
indicate, the priceless contribution of solitude towards emotional maturity has been neglected 
over the years  (Drinen, 2015; Lieto, 2016; Storr, 2005; Wicks, 2009). Solitude may help one 
meditate and can contribute to a better appreciation of one’s purpose in life, a refinement of 
one’s character, increased self-esteem, sharpening one’s sense of clarity about the choices 
he/she makes, recognition of and development of free will, more dependence on self as 
opposed to reinforcement from others, a recognition of one’s areas of anger, acceptance of loss, 
and generally to may allow one to live a simple yet peaceful life. Meditation not only opens us 
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up during the reflection period, it also produces an attitude that makes us free to use our 
curiosity, observation and analytic power to help us learn valuable lessons about life. 
 Historic trauma may in some cases drive survivors towards fulfilment in a life of 
solitude. However, this should not be seen as necessarily pathological. An avoidant person 
might well be one who chooses to protect oneself from behavioural disorganization with the 
principal need of finding meaning and order in life independent of family, friends, and/ or 
group support (Storr, 2005). The desire and pursuit of the whole may therefore need 
comprehension of both the need for emotional support as well as solitude. The latter can be as 
therapeutic as the former. 
 Further, for the critics who solely argue for family, friends, and/ or group support, and 
claim that solitude is mostly used to hide from difficult or traumatic parts of one’s life, there 
are two issues here. Being in solitude can lead to more stress and disturbance in one’s health 
daily life activities. On the other hand, solitude can be helpful as it has the ability to promote 
stability as well as adaptive functioning (Isakson & Jurkovic, 2013). If used constructively, 
even withdrawal into solitude in situations of trauma may provide an opportunity for finding 
power within oneself, learning and growing. Having gone through this, one can then avoid 
looking for approval from religion and organizations and also be more accepting of 
relationships with others. 
 5.1.2 Cultural services. 
 This study, and others before it, consistently show that cultural services are crucial for 
HAART adherence (Government of Canada, 2015b; Tu et al., 2013). Incorporating cultural 
services into mainstream HAART services is seen as vital in yielding religious (tapping into 
higher powers to circulate generative power for longevity, prosperity, healing, and wellness), 
political (psychological benefits through reaffirmation of the value and vitality of Indigenous 
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life in the face of a history of domination), and pragmatic (traditional healing for historic 
trauma) benefits (Gone, 2013). Irrespective of there being diverse Indigenous peoples, and the 
diversity of their beliefs and practices (AIDSinfo, 2016; Vervoort et al., 2007), they have a 
common belief of there being a sacred link between the people and the earth as exemplified in 
the natural world’s power to heal. One can thus infer that traditional medicine and spirituality 
are strongly linked (Hill, 2009; McIvor, Napoleon, & Dickie, 2009). This is illustrated in this 
study by those who say a person’s belief in the medication is as efficacious as the medicine 
itself, and that healing from traditional medicine, ceremonies and healers usually comes to 
those who are true believers. 
 For the purposes of healing from HT and attaining or regaining the ability to adhere to 
HAART, cultural services offered at Vancouver Native Health and the LifeSkills centre for 
example, and traditional ceremonies and practices, including sweat lodges, smudging, the Pow-
Wow, and other practices such as the use of traditional medicines and healers are therefore of 
paramount importance as they reflect an acknowledgement of the interconnectedness of people 
and the earth and are an avenue for teaching and reinforcing beliefs and values (Government 
of Canada, 2015a). Needless to say, all these ceremonies and practices are rooted in stories and 
teachings always conducted by Elders, the keepers of knowledge and preservers of culture, and 
medicine men (Wall & Arden, 2006). 
 Over recent years, in Canada, Indigenous ceremonies and practices have been either 
disrespected, misunderstood, or disregarded altogether (Government of Canada, 2015a). 
Presently, traditional Indigenous approaches and interventions remain largely either ignored, 
seen as token gestures for reassurance, or in print with some organizations implementing a 
bricolage only in part (Gone, 2013; Ministry of Health Living and Sport, 2010). For the most 
part the services are rarely implemented as an adjunct to conventional medicine in the quest to 
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reduce the HT impact (AIDSinfo, 2016). Inclusion of culture into mainstream conventional 
medical practice, including traditional medicine and the use of healers, remains a focus of 
ongoing debate (Kyba, 2008). Not surprisingly a few participants voiced the negativity and/or 
lack of trust and understanding towards Indigenous culture, traditional medicines, and healers 
exemplified in various programs and services. Some posit that personal testimonies of 
beneficial use of traditional medicines do not equate to evidence enough to render research 
data on Indigenous ways of knowing and doing as scientifically valid. Current adherence to 
HAART, in Indigenous men for example, may thus be reduced secondary to the unsafe 
environment created by medical approaches that either ignore or conflict with traditional, 
holistic approaches (Ministry of Health Living and Sport, 2010). On a promising note, most 
care providers are reported as being well-meaning and not aware that Indigenous peoples see 
part of their services as being delivered in an unsafe manner (Cook, 2013; Lavoie & Gervais, 
2011). This is amenable to change through more education. 
 Further, Indigenous approaches and interventions are yet to be rigorously evaluated, 
for example through randomized clinical trials with large sample sizes of participants. Such 
evaluation if and when performed may even yield ‘non-convincing’ empirical evidence owing 
in part to the fact that epistemological devotions of mainstream researchers are potentially 
divergent (Gone, 2013; Isaak et al., 2015; Isakson & Jurkovic, 2013) forgetting that some of 
the Western medicine, just like traditional medicines, may only just manage conditions and not 
cure those afflicted (McIvor et al., 2009). Indeed, current research on efficacy of traditional 
medicines and healing, the retention and transference of the knowledge, as well as on activity 
levels of traditional medicine men and healers, is limited. This may be in part due to intentional 
non-disclosure of traditional medical practices for fear of their commercialization (McIvor et 
al., 2009). Even if these were disclosed, a challenge for future generations remains in that, 
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secondary to cultural suppression (Government of Canada, 2015a), there has been a decline in 
the number of traditional medicine men and healers, with some communities having lost the 
practices completely, or struggling with language barriers meaning that very few of the 
younger generations are being trained as medicine men or healers (McIvor et al., 2009). 
 As shown in this study, there is also varied interest among Indigenous men regarding 
participation in Indigenous ceremonies and practices. This may be due to participants 
questioning the value of their culture during their HT experience that presented itself as a 
barrier to expression by challenging and demeaning Indigenous culture (Government of 
Canada, 2015a). Nevertheless, this varied expression of interest poses a further challenge as to 
which of these services to harness, and for which particular group, for beneficial intervention 
(Gone, 2013). This is compounded by the fact that some ceremonies and practices themselves 
may not always be deemed inclusive and as such may lead to feelings of rejection, as seen from 
this study and others (Fallot, 2008). This exclusion may be because it is not common 
knowledge that Indigenous protocols, which are usually strict and specific, govern the integrity 
and authenticity of the ceremonies and practices (McCue, 2016). Some are private and sacred 
(reinforcing respect for the spirit world), or sacred but inclusive allowing everyone present to 
participate. Many cultural teachings of Elders, while counseling and providing guidance 
through sacred stories, strongly dissuade drugs and alcohol misuse on the grounds or ceremony 
venues for example, as either a foreign concept, non-traditional, or as ‘bad medicine’ (McIvor 
et al., 2009). However, while this may be the case, the counsel and cultural teachings of Elders 
remain an important part of traditional ceremonies, including substance abuse treatment 
programs, so more flexibility and inclusiveness may be warranted.  
 On a good note, and as a starting point, the importance of Indigenous-oriented cultural 
services has now been recognized in the truth and reconciliation process (Government of 
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Canada, 2015a). This is an important development because many of Canada’s Indigenous 
peoples continue to consult traditional healers and/or medicine men, and to attend traditional 
ceremonies as these remain vital for their health and wellbeing. As highlighted by the Truth 
and Reconciliation Commission (TRC), this is noteworthy because of the legal and human 
rights implications as Indigenous peoples have the right to autonomy to maintain and use their 
traditional ceremonies, health practices, and traditional medicines, as well as to protection and 
non-interference with their traditional ways of life (Government of Canada, 2015a; Williams, 
Guenther, & Arnott, 2011). For the pragmatic purposes of this study, the revitalization and 
promotion of cultural services can indeed be vital for adherence to and the healing of HT 
survivors on HAART (National Collaborating Centre for Aboriginal Health [NCCAH], 2013). 
This could be supported by development of rigorous and culturally safe cost-benefit measures 
for informal evaluation (on cost-benefits of Indigenous healing from HT with use of traditional 
ceremonies, health practices, and traditional medicines) implemented by Indigenous peoples 
for their communities. 
 5.1.3 Religion and spirituality.  
 The positive but isolated link between religion, spirituality and HAART adherence 
shown in previous studies (Kemppainen, Kim-Godwin, Reynolds, & Spencer, 2008; McIvor 
et al., 2009; Park & Nachman, 2010) and reflected in this study is important in the wake of the 
release of the TRC report. The report affirms that reconnection with both Indigenous and 
Christian spirituality does provide a buffering effect on health risks and is essential for healing 
(Government of Canada, 2015a). In general, spirituality has the capacity to promote positive 
coping behaviour, allow one to develop and maintain hope, transform and eventually heal from 
trauma and reintegrate into society (McIvor et al., 2009; Nash & Stewart, 2005; Waldram, 
2013).  
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 For Indigenous peoples suffering from HT, spirituality can be the gateway to 
rediscovering their culture. As a part of their holistic way of living as Indigenous peoples, 
spirituality is inseparable from language, culture, and land (McIvor et al., 2009). Losing these 
through the devastating impact of residential school meant Indigenous peoples could no longer 
make meaning of their life experiences. The residential school system, the assumption that 
Christian religions were superior to Indigenous culture and spirituality cultivated spiritual fear 
and confusion in many (Government of Canada, 2015a). Today, survivors thus continue to 
question or have lost their faith in a Creator/ higher power altogether (Isakson & Jurkovic, 
2013). Consistent with this study, a few previous studies reflect this negative correlation or an 
insignificant statistical association between religion, spirituality and HAART adherence 
(Gaines, Cheng, Wang, & Lyon, 2014; Oltean, 2012). These findings of spiritual fear, 
confusion and negativity continue to be expressed today as a result of ongoing lack of respect 
by Christian doctrine on Indigenous spiritual belief systems and vice versa. For example, 
sexual orientation and spiritual faith has been reported to be a cause of internal conflict in gay 
or two-spirited men. Most Indigenous communities accept and think of two-spiritedness as a 
gift (Smoke, 2004). Nevertheless, negative treatment of the two-spirited is pronounced in faith 
communities that regard homosexuality as an abomination, seeing the preferred sexual 
orientation as being always and exclusively heteronormative (Oltean, 2012). While they 
struggle with substance abuse, stigma and discrimination secondary to HT, others find 
themselves being shamed and chastised, or being seen as sinful in some Christian faith 
communities. This may limit one’s self-expression, sense of control, lead to solitude and 
reduced HAART adherence as victims eventually believe there is no redemption (Fallot, 2008). 
 More negativity towards spirituality is expressed by those who doubt the authenticity 
and authority of spiritual practitioners today, as shown in this study. It is important to note that, 
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as survivors, some genuine healers may also still be struggling with effects of HT and as such 
may express negative health behaviours. Compounded by a lack of proper training, some of 
them may indeed exhibit limited knowledge and understanding. Further, the worry over misuse 
of authority by some healers expressed in this study is real. It has been reported that as one 
recognises that traditional medicines are beneficial, there is the danger of the tribal knowledge 
being harnessed and misappropriated (National Aboriginal Health Organization, 2008a). 
 There is thus an urgent need for mechanisms to be developed and put in place for 
articulation and protection of economic benefits if any, for making the distinction between 
charlatans and traditional healers who are genuinely qualified, and for medicine men/ 
traditional healers to be cared for. This highlights the importance of also developing an 
Indigenous accreditation system to use with traditional healers, some of whom may have 
attained their skills through going through recovery from HT (Williams et al., 2011). Further, 
even though healing centres may not be designed to achieve economic benefits themselves, as 
traditional knowledge is seen as a gift not for one’s profit-making (National Aboriginal Health 
Organization, 2008a; Petten, 2004), a cost-benefit analysis of the outcomes with respect to 
adherence to HAART (such as improved HIV/AIDS health promotion, awareness and 
education among Indigenous participants, overcoming the intergenerational impact of HT, and 
improved collaboration between mainstream and Indigenous services) would undoubtedly 
justify more expenditure on Indigenous healing centres (McIvor et al., 2009). Having noted 
this, the current mainstream healthcare system may also need to train and deliver spiritual 
healthcare (Manitoba Health, 2011; National Aboriginal Health Organization, 2008a) as this is 
a huge protective factor for making connections and influencing people into care and is 
beneficial to patients with respect to HAART adherence (Nash & Stewart, 2005; Park & 
Nachman, 2010). This may eventually mean integration of Indigenous spirituality into 
  
153 
 
Christian religious healthcare facilities and institutions. This however, as the TRC reports, may 
not be to the preference of some Indigenous peoples as they may opt for coexistence on 
separate avenues to integration. This may therefore be an issue for continued discussion 
(Government of Canada, 2015a). 
 5.1.4 Historic trauma – direct core and intergeneration transmission effects. 
 Evidence of both direct core effects and those secondary to intergenerational 
transmission of Historic Trauma has been shown in a plethora of studies  (Kennedy, 2014; 
Pearce et al., 2008; Puxley, 2013). These effects, and the strong negative impact they have on 
adherence to HAART (Chongo et al., 2011; Mill et al., 2007; Rintamaki, Davis, Skripkauskas, 
Bennett, & Wolf, 2006), show how vivid and current Historic Trauma is to survivors and the 
importance of the need for redress.  
 5.1.4.1 Cultural genocide. 
 The loss of language and culture, as well as core effects of discrimination and abuse 
experienced first-hand exemplify the original trauma. These effects stemmed from explicit 
policies, delivered through the residential schools system, of forced, psychologically and 
physically violent assimilation, subjugation of Indigenous peoples and suppression or 
dispossession of their culture (Government of Canada, 2015a; Jones, 2010; Kirmayer et al., 
2014; Sotero, 2006). This policy of “cultural genocide” eliminated Indigenous governments 
and wiped Indigenous peoples from existing as distinct entities legally, religiously, culturally, 
socially, and as a race altogether (Kirmayer et al., 2014). For the many children, their only link 
between their identity and culture was broken by their separation from their parents, and the 
systems coercive machinery led them to begin to believe their parents as unfit and to subscribe 
to Indigenous anomie, hating their own heritage (Aguiar & Halseth, 2015a; Government of 
Canada, 2015a). Children were raised in alien ways, denied access to their communities and 
  
154 
 
anything traditional, including foods, healers, and ceremonies leaving them feeling de-
Indianized and both unable to seek help to deal with sickness and sometimes irreversible 
pathological dysfunction (in all domains; physical, emotional, mental, or spiritual), as well as 
exhibiting a lack of trust in mainstream healthcare providers and institutions of governance 
(Barlow, 2009; Brown & Fiske, 2005; Chongo et al., 2011; Government of Canada, 2015a).  
 The collective memory of direct survivors, their oral traditions and storytelling, though 
validated in their ongoing trauma experience and response and mostly helpful towards healing, 
as seen in most research (Isakson & Jurkovic, 2013; McIvor et al., 2009; Wall & Arden, 2006), 
may cause “vicarious traumatization” in indirect survivors as, through sharing in the pain, they 
begin exhibit strong feelings of distrust, persecution, and unresolved grief. Because of this 
more or less ripple effect, historic trauma is justifiably an intergenerational, non-individual but 
collective ongoing phenomenon (Aguiar & Halseth, 2015a; Gone, 2013).  
 Various researchers have in recent years posited that biophysiological, environmental 
and social mechanisms to explain a continuum of behavioral patterns and/conditions from 
intergenerational transmission of trauma in survivors (Nemade et al., 2016; Puxley, 2013; 
Sotero, 2006). These patterns and/conditions include; traumatic bonding, re-enactment cycles, 
and depression. Traumatic bonding is where victims are strongly attached to their abusers, with 
the former seeing the latter as both their means of sustenance and their remedy to pain, but 
with experience of intermittent violence, emotional dissociation 25  and reconciliation. In 
traumatic bonding, victims exhibit learned helplessness, feel demoralized, tend to self-blame 
(as in the cases of sexual promiscuity and of fighting one another seen in this study) and may 
                                                          
25 Dissociation is a breakdown or disruption of one’s perception and/or identity, awareness and memory. This 
may prevent subsequent emotional and cognitive processing of the pain resulting from trauma (Keuroghlian et 
al., 2011). 
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attempt to numb their pain by engaging in destructive or reactionary unhealthy behaviours such 
as substance abuse (drugs/alcohol) (Goodyear & Loutfy, 2015; Keuroghlian et al., 2011). As 
seen in this study and many others, the acquisition and use of such substances is viewed as 
very important leading some to forget taking their HAART (Mills et al., 2006; Stout, Leon, & 
Niccolai, 2004) or even to the point of disrupting one’s daily but healthy routine behaviours 
resulting in HAART non-adherence (Chongo et al., 2011; Public Health Agency of Canada, 
2008; Vervoort et al., 2007; Volkow & Montaner, 2010). The cycles of trauma then become 
addictive and are thus re-enacted as many victims either seek out abusive relationships or 
become villains themselves (becoming physical or sexual abusers), and lose the ability to learn 
strategies for escaping and healing from trauma (Nemade et al., 2016; Sotero, 2006). For those 
who become parents, this helplessness culminates in either an impaired or a total lack of 
capacity for parenting or engaging in intimate and nurturing interaction with children (Fast & 
Collin-Vézina, 2010; Nemade et al., 2016; Puxley, 2013). 
 Paulo Freire (2000) more elaborately explains this phenomenon in his book “Pedagogy 
of the Oppressed”. He explains that as one goes through trauma, first hand, he is aware that he 
is oppressed. His existential perception is rather impaired by being submerged in the oppressive 
reality, finding himself closely attached to the oppressor, his model of humanity/manhood, 
mimicking his attitude, and becoming a "sub-oppressor" himself in his quest for freedom. In 
the initial stages, before one begins to struggle against his oppressors for making him less 
human, he faces this dilemma of whether to engage significantly in a struggle to overcome the 
adversity or to remain strongly identified with his oppressor (Freire, 2000). In the meantime, 
the cycles of violence continue. 
 The impact of cycles of physical and emotional trauma, through various neuronal and 
hormonal changes mediating one’s stress response, can impair genetic expression and function, 
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which may in turn affect subsequent generations leaving them vulnerable to depression 
(Nemade et al., 2016). As this study and others have shown, this depression can have a negative 
impact on HAART adherence (AIDSinfo, 2016; Chongo et al., 2011; Halkitis et al., 2005; 
Nemade et al., 2016; Vervoort et al., 2007). 
5.1.4.2 Stigma and discrimination. 
 Previous studies have shown that those living with HIV and AIDS remain deeply 
discriminated against and stigmatized (Barlow, 2009; Goodyear & Loutfy, 2015; Shoveller et 
al., 2010) with the sigma/discrimination exemplified through a lack of supportive relationship 
from one’s family, for example. This culminates in a syndemic of loneliness, hopelessness, 
anger, and engagement in unhealthy behaviours, including non-adherence to HAART (Chongo 
et al., 2011; Mill et al., 2007). 
 Various studies, including the present one, show that stigma/discrimination is still 
prevalent in many on-reserve communities with many people denying the presence of HIV 
(Goodyear & Loutfy, 2015; Ministry of Health Living and Sport, 2010) and either not wanting 
to care for or neglecting patients altogether (Afolabi et al., 2014). Due to the fear of 
stigma/discrimination, most HIV-infected patients do not return to their communities. For 
those who return, most may not disclose their HIV diagnosis or take their tablets in the presence 
of family members. The situation is made worse as maintaining secrecy about the diagnosis or 
taking medication is difficult in small communities (Afolabi et al., 2014; Vervoort et al., 2007; 
Wong, Lavoie, Browne, MacLeod, & Chongo, 2015).  
 Other studies however, including this study, have attributed some of this on-reserve 
stigma/discrimination to a lack of awareness and information on HIV and AIDS as opposed to 
a total lack of care by family members. This may be a better explanation as most previous 
studies have shown family members as major stakeholders in promoting HAART adherence 
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in the management of HIV/AIDS patients (Afolabi et al., 2014; Chongo et al., 2011). However, 
even if services may be available in reserve communities, the prevailing stigma is compounded 
by power differentials that culminate into a lack of cultural safety and a negative impact on 
HAART adherence. For those living in town, services HIV/AIDS specific services and support 
are better and more available. However, as indicated in this study, whether those living in town 
experience more stigma for their substance abuse and gender non-conformity than for their 
HIV seropositive status is yet to be extensively studied (Adams, 2015). 
 For gay, bisexual and transgender (GBT) Indigenous men the available literature 
suggests that, apart from facing stigma/discrimination within mainstream culture, they often 
feel further disadvantaged as their sexuality is often misunderstand within their own 
communities (Canadian AIDS Society, 2013; Somjen & Harlan, 2010). There is a lack of 
understanding and homophobia of two-spirited and GBT people secondary to the Western 
belief/concept of heteronormativity26, in some communities, that such people did not exist 
before contact. This has rendered their realities invisible and undermined their rightful place 
in the community (Smith et al., 2012). This concept was introduced by white colonialists in 
their quest to ‘civilize’ and introduce Christianity to Indigenous peoples, beginning from their 
children in residential schools. Colonizers saw the need to institute a system in which only two 
genders exist. Through this concept, in the name of preserving the "Native family", two-
spirited people, GBT people are marginalized and seen as "threats" to the family (Somjen & 
Harlan, 2010). Designing and implementing stigma/discrimination reduction programs and 
                                                          
26  “Heteronormativity” refers to the assumption that between the sexual preference of heterosexuals or 
homosexuals, exclusive privilege is given to heterosexual desires because “the only natural and hence appropriate 
or respectable expressions of desire, intimacy, sexual identity, marriage and family formation are heterosexual” 
(Smith et al., 2012).  
 
  
158 
 
better social marketing may therefore be part of a way towards improving service delivery 
capacity and adherence for those living with HIV/AIDS. 
 5.1.4.3 Oppressive Indian Act – services on-reserve, land issue, and income 
assistance payments  
 As part of Canadian federal law, from its inception the Indian Act has controlled almost 
everything pertaining to Indigenous life. Programs and services usually received from 
provincial and municipal levels of government in most communities in Canada are part of the 
federal government’s responsibility on-reserve (Schwartz, 2013). This includes a mandate to 
provide funding for public health and health promotion programs and services, as well as 
emergency care services in some remote and isolated areas that do not usually have such 
services covered by insurance. The provision of these services fluctuates but a lot more is being 
done to improve these services and make them constant (Government of Canada, 2013a; 
National Collaborating Centre for Aboriginal Health [NCCAH], 2013). The control on 
Indigenous peoples’ lives however, extends to regulation and administration of registered 
Indians day-to-day lives and reserve communities’ affairs in a paternalistic and invasive 
manner, including the imposition of band councils as governing structures in Indigenous on-
reserve communities and control over Indigenous peoples’ right to practice their culture and 
traditions (Hanson, 2009). All this in the face of structural racism exemplified by inadequate 
investment in these reserves whereby people are continually socio-economically 
disadvantaged (Loppie et al., 2014).  
 5.1.4.3.1 Oppressive Indian Act - services on-reserve. 
 The Indian Act, through the residential school system, angered many as it hampered 
their expression of or took away their lives and values. Through their isolated geographical 
location, many students in these schools couldn’t access ‘Western’ healthcare. Up to this day, 
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those living in relatively isolated Indigenous communities are denied healthcare, with many 
communities not having enough infrastructure to support care delivery (Government of 
Canada, 2015a).  
 Irrespective of all the evidence shown in previous research, and this study that better 
structural services can lead to better adherence to HAART (AIDSinfo, 2016; Chongo et al., 
2011; Department of Health and Human Services, 2014; Fisher, Fisher, et al., 2006; Nachega 
et al., 2014; Raboud et al., 2011) and, for the purposes of this research, the effects of historic 
trauma are evident in a scarcity or lack of all the necessities needed, with the situation being 
worse on-reserve as compared to towns (Bertolli et al., 2004; Clibbon & Vollant, 2012; 
Goodyear & Loutfy, 2015; Lavoie, O’Neil, & Reading, 2009; Schwartz, 2013). These 
necessities include general organizational HIV-related care or service (community readiness 
and support, education and prevention), employment, food provision, housing, conventional 
medicine (provided with honesty and cultural safety), medication outreach programs, 
pharmacy and advocacy, methadone services and detoxification, HIV Informational services 
(coordination of consistent information flow for general public, Indigenous leaders, and for 
Chiefs), and newer and better drug regimens. These challenges are compounded by the lack of 
either political will to implement services or consensus on the continued jurisdictional issues 
relating to funding, effective knowledge, research, maintaining standards and evaluation to 
inform policy, and agreement for specific male-targeted services to be implemented. 
 Not until recently, in much of Canada there has been little political will to address issues 
pertaining to Indigenous men living with HIV/AIDS, let alone work towards provision of 
culturally safe services (Garone, 2014; Government of Canada, 2015a). Local concerns from 
community-based interest groups, or enthusiastic individuals in practice settings, and not 
provincial or federal policies, tend to provide the impetus for regional health authorities to 
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address men’s health issues (Wilkins, 2009). There is a presence of familiarity with biological 
differences - that compared to females, males are more likely to either die in-utero, be born 
with congenital abnormalities, be slow to recover from stress, and have a greater risk‐taking 
personality (Courtenay, 2003; Llewellyn, 2008; Public Health Agency of Canada, 2011; World 
Health Organisation, 2014; Zuckerman, 2006) and cultural or gender-biased beliefs and social 
norms of a community - that “it’s not man’s nature to cry”, help-seeking when one is sick is 
feminine; and that health services are primarily for women (Bilsker et al., 2010; Courtenay, 
2000b; Johnson et al., 2008; White, 2006; Wilkins, 2009; World Health Organisation, 2014). 
This familiarity and the beliefs and norms cited as potential explanations for the vulnerability 
of men to many conditions/diseases, have sometimes led politicians and clinicians to regard 
men’s greater morbidity and mortality as natural, or to narrow their focus and support for men’s 
health (Concato et al., 2006). Given the political will to address HIV/AIDS in Indigenous men, 
morbidity and mortality could be narrowed.  
 The provision of services for men on reserve has also been impacted by different 
arrangements for provision of care and funding. Responsibility for the prevention and 
treatment of health issues of all Canadians is split between two federal agencies, Health Canada 
and the Public Health Agency of Canada (PHAC), and the provinces27 (Health Canada, 2014; 
Wilkins, 2009). The federal government has legislative authority over Indigenous peoples and 
their bands and the provinces authority over healthcare. This environment contributes to what 
has been termed ‘jurisdictional confusion’ (Romanow, 2002) which has, in some cases, led to: 
inefficiencies in service provision, often resulting in over-reliance on hospitalization for 
                                                          
27The administration and delivery of health care services is the responsibility of each province or territory, guided 
by the provisions of the Canada Health Act. The provinces and territories fund these services with assistance from 
the federal government in the form of fiscal transfers (Health Canada, 2014).  
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Ambulatory Care Sensitive Conditions28 [ACSC] (Martens et al., 2002); barriers to accessing 
health services for Indigenous peoples, including discriminatory practices and policies; lack of 
transparency and  clarity on overall funding assessments, arrangements, and objectives, as well 
as standards of service or outcomes to be attained; and cost shifting among Indigenous 
communities and the federal and provincial governments, negatively impacting innovations 
(Lavoie & Gervais, 2011; Schwartz, 2013). 
 Studies also reveal funding discrepancies in health budget allocations to services with 
overall discrimination against Indigenous groups, and men in particular (Baerlocher & Verma, 
2008;  Bilsker et al., 2010; Bowering, 2012; Gomes et al., 2011). In Canada, most federally 
supported initiatives, delivered through Aboriginal Health Transition Fund29 (AHTF) projects, 
are directed by Indigenous organizations or communities (Health Canada, 2013). However, for 
Indigenous men living on-reserve, as opposed to off-reserve, services are difficult to access 
because of the Health Transfer Policy30 in place that includes jurisdictional restrictions on how 
much provincial health systems can be influenced by First Nations (Lavoie, 2004; Ogilvie & 
Eggleton, 2012). Physicians remain funded provincially and can only visit on-reserve 
communities (Lavoie, 2004). Because of this, most of the health services on-reserve are 
delivered by nurses, addiction workers, and community health representatives paid for by the 
First Nations and Inuit Health Branch (FNIHB) (Health Canada, 2008; Lavoie, 2004). Having 
said this, compared to other Canadians, Indigenous communities cannot plan and provide 
                                                          
28 Ambulatory Care Sensitive Conditions (ACSC) are those for which “timely & effective outpatient care can help 
to reduce the risks of hospitalization by either preventing the onset of an illness or condition, controlling an acute 
episodic illness or condition, or managing a chronic disease or condition” (Billings et al., 1993). 
29 Announced in 2005, the Aboriginal Health Transition Fund (AHTF) is a $200 million initiative that addresses 
the health status gap between Indigenous and non- Indigenous Canadians by improving access to existing health 
services (Health Canada, 2013). 
30 The Health Transfer Policy, passed in 1989 by the federal government to deal with health inequalities between 
Indigenous people and the rest of Canada, contains agreements through which First Nations communities can 
engage in priority setting, program planning and service delivery (Lavoie et al., 2010; MacIntosh, 2008). 
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health services consistently or comprehensively, and initiatives are time limited when provided 
and their findings may not be implemented past the pilot projects. This is because federal 
government funding is not stable (Health Council of Canada, 2013), in part because of 
provincial governments sometimes narrowing the focus of funded initiatives (Ogilvie & 
Eggleton, 2012). Furthermore, within the Health Transfer Policy agreements, community 
funding calculations are based on historical expenditures therefore only adjustments to 
reallocate resources, and no new programs, can be made; and, with respect to service delivery, 
First Nations have no authority in funding distribution decisions to meet growing community 
needs, including needs for culturally safety health services (Lavoie et al., 2010; MacIntosh, 
2008).    
 For those Indigenous men living with HIV/AIDS in town, in the face of morbidity and 
mortality rates, a lot of work still needs to be done to resolve disagreements about funding 
levels and accountability where funding is dedicated to resources and support for Indigenous 
people’s specific needs.  This is because off-reserve, as disclosure of one’s Indigenous status 
is voluntary, it’s hard to separate Indigenous peoples from those who are non-Indigenous in 
organizations serving a mixed clientele. As such, Indigenous participation cannot be accurately 
measured. Culturally safe services may therefore not be provided in non-Indigenous 
organizations irrespective of them serving mostly Indigenous clients (Government of Canada, 
2015a; Ministry of Health Living and Sport, 2010). On and off-reserve therefore, the effect of 
the Indian Act and other laws in its wake continue to be felt by Indigenous peoples today 
(Hanson, 2009). 
 5.1.4.3.2 Oppressive Indian Act and Land  
 Apart from the residential schooling system, and through the Indian reservation system, 
many Indigenous peoples in Canada have been disconnected from their land, cultures, 
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languages and traditional ways of life through colonial instituted forced relocations, as alluded 
to in this research and others (Kline, 2013; Loppie, Reading, & de Leeuw, 2014). Through this 
outright segregation and/or displacement, the capitalist colonisers sought to justify or exculpate 
themselves from this cultural genocide by stereotypically depicting the Indigenous population 
as unable to develop their land and thus lacking potential for economic success (Jones, 2010; 
Sotero, 2006). 
 Ironically, by positioning themselves as helpers to Indigenous peoples, in the name of 
“economic development of land and resources”, the colonisers should take full blame for the 
evident devastation, including: depressed economies, poor infrastructure, irreversible 
environmental damage, disrupted Indigenous peoples’ cultural, spiritual, and economic ties to 
the land, denial of basic private-property rights, devastation of traditional economies and self-
sufficiency, economic dependency, and poor health outcomes (Government of Canada, 2015a; 
Kline, 2013). A sharp contrast to critics who claim and ascribe to Indigenous peoples as ‘state 
wards,’ who survive lavishly when overseen by the federal government on whom they are 
willingly dependent (Loppie et al., 2014). 
 What is not understood by most Canadians is that Indigenous living is deeply linked to 
the entire environment. The wildlife, land and waterways are associated with dreaming 
stories/cultural learning that links Indigenous peoples with their structural and cultural 
locatedness. Indigenous activist Winona Laduke states that “The process of recovering our 
land is the process of recovering our souls…..” (Laduke, 1999, p. 72) expressing an 
understanding that is alien to most. The spiritual beliefs of Indigenous peoples are about the 
land on which they live.  They draw upon the power of their Ancestors’ spirits impregnated in 
this land. Indigenous peoples believe that all objects are interconnected, living and share the 
same soul or spirit. An Indigenous person’s soul or spirit is also believed to continue on after 
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our physical form has passed through death. The land owns the people and is deeply connected 
to their spirit; it is their means of sustenance, their culture, and identity (Korff, 2013; Laduke, 
1999).  
 Irrespective of this, history has shown that power-driven (and money-driven) barriers 
exist concerning Indigenous efforts to reclaim their traditional connections with the land. 
Government and Indigenous groups signed treaty agreements over a century ago, but 
Indigenous land claims are subject to disputes. Treaties have been ignored and Indigenous 
rights have been limited. For years, Indigenous peoples have continuously negotiated with, 
engaged in activism, and challenged the federal government in efforts to resolve a multitude 
of land claims. The fight has taken place on the land, in the courts and in the media. 
Historically, some non-Indigenous politicians claimed to support the claims and actions 
Indigenous peoples took in their fight to have their rights honoured. Nevertheless, many 
politicians who are non-Indigenous, believing that any existing Indigenous rights were 
cancelled by the Crown’s sovereignty, did not consider the land claims question to be a 
government priority. In part, due to this way of thinking, Indigenous land rights were not 
necessarily to be addressed by Canadian legal and governmental institutions (Hanson, 2009).  
 The relationship between Indigenous and non-Indigenous people is complex and the 
current climate of negotiation is too often filled with anger, accusation, conflict, and 
confrontation (Aboriginal Affairs and Northern Development Canada, 2010). Negotiators start 
from opposing premises. Indigenous negotiators, as a matter of right, fight for authority and 
resources to rebuild their communities and gain self-governance. Non-Indigenous negotiators, 
and some in the approved leadership, work to protect the authority and resources of the 
Canadian government and consider transfers to Indigenous peoples as mere privileges. 
Frequent failure to come to an agreement has led to tense relationships, bitterness and mistrust 
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among Indigenous peoples, and resentment and apathy among non-Indigenous people (CBC 
Digital Archives, 2013). 
 In 1990, the Supreme Court of Canada determined that treaties relating to Indigenous 
peoples should be liberally construed and uncertainties resolved in favor of the Natives. A 
principle was also adopted indicating that treaties must be viewed, not according to the 
technical meaning of its words to learned lawyers, but as they would naturally be understood 
by the Indigenous peoples. Nevertheless, the government exercises cynicism by interpreting 
treaties as narrowly and legalistically as possible, while holding the position that natives ceded 
all their Indigenous rights and titles to their Ancestral lands through these instruments. On the 
contrary, treaties confirmed Indigenous peoples’ rights through Crown recognition of their 
capacity to make and enforce their own laws and thus exercise self-governance (Hanson, 
2009).  
 In 2003, the Land Claims Agreements Coalition (LCAC), an association of Indigenous 
groups that have signed modern treaties, was formed. The Coalition's primary purpose is to 
ensure that Indigenous land claims and self-government agreements are respected, honored 
and fully implemented. Recently in 2009, the LCAC concluded its third national conference in 
Ottawa that focused on the many opportunities for social, economic and cultural prosperity 
available to Indigenous peoples through modern land claims agreements. Important themes of 
the conference were economic security, self-sufficiency, promotion of quality of life and 
investment in Indigenous peoples’ future. Various barriers facing Indigenous land claims 
organizations in the implementation of their treaties were highlighted, including the federal 
government's failure to deliver on important promises embodied in the agreements, including 
delivery on a model national policy released by the LCAC. The Coalition was also disappointed 
that the Minister of Indian and Northern Affairs cancelled his attendance and denied having 
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committed to appear at the conference (David, 2009). Such is the challenge of a power 
differential alluded to by one participant in this study, in reference to some Band Leaders and 
Chiefs, that when in positions of power some develop an individualistic vision, forget their 
overall responsibilities altogether, become as tough as their would-be oppressor, their “owner” 
(the government) in order to either become landowners themselves, for financial gain, or to 
just keep their jobs. Paulo Freire (2000) summarised it this way; “It is a rare peasant who, 
once ‘promoted’ to overseer, does not become more of a tyrant towards his former comrades 
than the owner himself. This is because the context of the peasant's situation, that is, 
oppression, remains unchanged” (Freire, 2000, p. 46). Indeed, in rare cases greed and 
corruption can breed in systems responsible for a group’s resilience leading to their collapse 
from within through promotion of goals serving only the vocal or a small subset of the 
population (Fox et al., 2015). 
 Today, the government continues to falter on promises, and to try and push new policies 
without Indigenous consultation. In 2012 members of the LCAC rejected a proposal from the 
department of Aboriginal Affairs and Northern Development Canada (AANDC) to substitute 
negotiated self-government fiscal financing arrangements with a formula financing approach. 
This new policy design narrowly focused on addressing administrative challenges faced by the 
government, negating the capacity needs of Indigenous leaders/ representatives (Black, 2012). 
It is widely viewed that Indigenous claims negotiations lead to out of court "win-win" solutions 
that bring benefits, closure and certainty for all Canadians. However, under Canada's claims 
policies, the interests of third parties must be considered during the negotiation process and, 
Canada neither repossesses currently privately owned lands to settle any claims, nor asks 
private property owners to sell their land unwillingly. 
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 If the approved leaders of our country went beyond the words of sympathy in the 
residential school apology, and legislated return of traditional First Nations territory to the First 
Nations, the concerns expressed by Indigenous peoples would not be achieved. This is because: 
1) legislating does not constitute physically giving back territory. As noted above, there are 
many barriers towards the act of Indigenous peoples physically gaining back and settling on 
their territory. Legislation may not be enforced, it can also be challenged and changed with 
time; 2) legislating return of traditional First Nations territory would fall short of meeting the 
goals of protection of water, land, air and all creation for future generations, fighting for the 
education and revitalization of Indigenous peoples through empowerment and awareness, 
encouraging knowledge sharing about Indigenous sovereignty and environmental protections 
and, establishing a nation-to-nation relationship between First Nations and the government of 
Canada rather than a relationship defined by the Indian Act; and, 3) recovery of territory will 
not constitute full recovery. There is need for recovery of culture, ways of life, and language 
too to attain balance in all facets of health (physical, emotional, mental, and spiritual). The root 
cause for Indigenous land claims should not be ignored; the existence of a close symbiotic 
relationship between Indigenous culture and the land. Indigenous peoples need their land to 
help them salvage their ancient cultures and rebuild their traditions. 
 Over the years, the Indian Act has been described as controversial and as a form of 
human rights abuse likened to apartheid (Hanson, 2009b; Kline, 2013; Loppie, Reading, & de 
Leeuw, 2014). Many would therefore advocate for eliminating the Indian Act. Paradoxically 
however, the Act has been reported to be beneficial, in legal and historical terms, and so this 
makes the situation difficult to navigate (Hanson, 2009). The Indian Act legally confirms the 
unique relationship the federal government has with, and its constitutional obligation to, First 
Nations. Despite differing opinions on how to confront issues presented by the Act, it may be 
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prudent to chart the way forward through the consideration of changes not proposed or 
established unilaterally by the government but with First Nations as active and willing 
participants (Hanson, 2009). 
 In the face of new consensus that land protection is paramount to survival of future 
generations, Indigenous peoples’ rights must be recognized and accommodated for Canada to 
be economically stable and self-sufficient in the long-term (Government of Canada, 2015c). 
To this effect, the Supreme Court of Canada has now made it lawful duty for Indigenous 
peoples to be consulted where there is foreseeable possible infringement on Indigenous or 
Treaty rights by any proposed land and resource development. Further, it is still within the law 
for Indigenous rights to be overlooked if government can show that the proposed development 
project is preferred by most (Government of Canada, 2015c). This is worrying and subject to 
debate. 
 5.1.4.3.3 Oppressive Indian Act and income assistance payments. 
 The provision of income assistance payments by the government of Canada to 
Indigenous peoples is one other contentious issue as alluded to earlier.  The Indian Residential 
Schools Settlement Agreement (IRSSA) provides these payments through the Independent 
Assessment Process (IAP) and the Common Experience Payment (CEP). The IAP is meant to 
provide financial compensation to survivors of residential schools who were sexually or 
physically abused, and those who suffered other untoward acts through a claimant-centered, 
non-adversarial, out-of-court process. Any residential school survivor is also given money 
through the CEP. However, these payments are only a drop in the ocean towards actually 
improving Indigenous peoples’ lives (Indigenous and Northern Affairs Canada, 2015; Kline, 
2013). 
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 Many critics rightly argue that, as the Indigenous population keeps getting bigger, 
coupled with a rise in those registered as status Indians (secondary to updates to the Indian Act 
in 1985 [Bill C-31]); so does the cost of supporting them, and so giving them payments isn’t 
going to provide lasting remedy (Kline, 2013). The situation is worsened by the rising cost of 
health benefits (not covered under Medicare) provided for by Health Canada and the fact that 
Indigenous peoples on-reserve are exempt from paying income taxes on government or 
privately generated income (Kline, 2013). Charting a path towards food and income security, 
as well as equitable healthcare, needs to be a priority for the government of Canada going 
forward. 
 These benefits bestowed upon Indigenous peoples are a welfare trap (Kline, 2013), 
culminating into a cycle of dependency with far reaching damaging effects including low levels 
of either employment, wages for those in employment, or levels of education, all resulting in 
reduced capacity to overcome dependency (B.C. Aboriginal HIV/AIDS Task Force., 1999). In 
the words of Paulo Freire, “Welfare programs as instruments of manipulation ultimately serve 
the end of conquest. They act as an anesthetic, distracting the oppressed from the true causes 
of their problems and from the concrete solutions of these problems” (Freire, 2000, p. 152). 
 Proponents of better employment correctly argue that Indigenous men do not form a 
culture of "compliant welfare recipients" but rather prefer paid jobs to welfare payments 
(Dellit, 2001). The fact that in this study only 27.8% of the participants either had a part-time 
job or were just employed seasonally, with most survivors (47.2%) being on disability 
allowance, reflects that need for paid full-time jobs. It should not be forgotten that the major 
cause of Indigenous unemployment is the colonial legacy. Moving away from dependency will 
therefore require work in providing healing from historic trauma, educational support, better 
job training programs, and well paid employment. This will help reduce the numbers of 
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Indigenous men on the streets drugging, reduce “welfare partying” and promote adherence to 
HAART.  
 5.1.5 Resilience. 
 Recent research into resilience shows that it plays a huge role in in promoting healing 
from historic trauma in Indigenous peoples (Isaak et al., 2015; Kirmayer, Dandeneau, Marshall, 
Phillips, & Williamson, 2011; Kirmayer et al., 2014). In this unique study with Indigenous 
men, with respect to post-traumatic growth, as well as gaining and maintaining the ability to 
adhere to HAART, the factors exemplifying/supporting resilience noted are vital to their 
healing and wellbeing. These interconnecting factors included reconnection to Indigenous 
services, religion and spirituality, the exhibition of a pride culture, the need for mentorship, 
having inner strength and a positive attitude, going through a process of reflection, having 
hopes and dreams, and reintegration (culminating in a new decision to embark on a better 
healthier path), information and knowledge availability, and one’s need for survival.  
 For these Indigenous men on HAART, the study further showed that resilience comes 
not only from protective factors, but also from combinations of and/or crossroad/synergistic 
effects of individual, cultural, environmental and structural factors and that individuals can 
demonstrate resilience despite residing in communities or environments that are either 
dysfunctional, disadvantaged, discriminatory, or heavily stigmatise those living with 
HIV/AIDS. This is in line with previous studies on resilience from historic trauma in 
Indigenous peoples in general (Isaak et al., 2015; Kirmayer et al., 2011; Manning, 2013; Tuck 
& Anderson, 2014; Wexler, 2014). 
 As shown from this study and others (Fallot, 2008; Nash & Stewart, 2005), the extent 
to which Indigenous services, religion and spirituality are taught and utilised/practised varies. 
However, the fact that most participants in this study exemplified a belief and conviction in a 
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supernatural being/ creator, expressed knowledge of sacred teachings, as well as the need for 
and importance of forgiveness in their journey towards resilience shows just how vital this is 
to one finding his cultural identity, understanding it and then accepting it, and the profound 
positive influence this has on one’s adherence to HAART. Further, through partaking in 
Indigenous services, religion and spirituality, Indigenous men may have been helped 
individually to drive themselves towards healthy and attainable goals through identification of 
their inner strengths and that there is a purpose for living. The connection to Indigenous 
services, religious and spiritual activities can thus be a powerful tool for Indigenous men living 
with HIV/AIDS, who may be experiencing emotional and social isolation secondary to stigma 
and discrimination, within a disadvantaged community. With due respect to the differences 
from one Indigenous community to the other, a recognition of their ‘cultural resilience’ and 
incorporation of traditional healing practices may be vital for custodians of Western models of 
healthcare in their quest to provide culturally safe services, but even more valuable with 
harnessing of the strengths that Indigenous men show in building this resilience (Isaak et al., 
2015). 
 A limited number of studies have reported that positive and healthy decisions and 
actions stem from an initial development of a positive attitude towards life, acceptance of one’s 
HIV/AIDS situation, generating meaning out of it, and being optimistic and these are related 
to better health outcomes (Dale et al., 2014). This stands true of Indigenous men in this study, 
many of whom also extend this positive attitude to a form of “pride culture” in their day-to-
day lives. The pride an individual has in his culture is a form of resilience that helps one from 
courting chaos or hiding from undesirable community stigma and discrimination and this may 
help in one maintaining HAART adherence as well as overall good health and wellbeing (Lieto, 
2016).  
  
172 
 
 Having support from mentors with historic trauma and HIV/AIDS lived experience 
may be especially critical for Indigenous men and their communities, as these resilient 
community peers, who are partners in the healing journey, can promote a reciprocal therapeutic 
relationship. To foster healing from historic trauma therefore, interventions may need to focus 
more on drawing strength from ‘community resilience’ as opposed to solutions tailored to 
individuals to be effective (Isaak et al., 2015; Khanlou & Wray, 2014). For those who may 
have a fear of sickness or death, or a desire to live or survive, simply because of fear of the 
unknown, they may benefit from tapping into Indigenous services, religion and spirituality, 
and the pride culture offered through peer and culturally proud mentors and community 
connections with others living with HIV/AIDS and this may actually give them hope in a better 
future (Repper & Carter, 2011) and strengthen their resilience and better their adherence to 
HAART.  
 Better adherence to HAART for some survivors was through a healing process from 
reflection and recognition of need for taking responsibility, working towards positive 
change/transformation to personal development, reintegration/growth and resilience. This 
process was almost always multifactorial needing one’s personal will and strength, an 
appreciation of life, social support, and traditional Indigenous teachings to come to fruition. 
This is akin to healing discourses described by other previous studies in survivors of historic 
trauma in general (Isaak et al., 2015). The reflection on one’s previous life experience helped 
to discover and be consciously aware of not only what went wrong, but also to appreciate that 
there are new and better possibilities in life, and enabled for creation of a framework for setting 
new goals and work towards realising one’s hopes and dreams (Mussell, 2005). This is done, 
all the while sticking to the traditional teaching of the need to stand strong, to keep trying 
harder, and to keep hoping for the best outcome (Fallot, 2008; Isaak et al., 2015).  
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 In two recent studies with women living with HIV/AIDS, resilience in those who had 
sexual abuse history was shown to potentially promote better adherence to HAART, to 
decrease the viral load and slow down CD4 + cell count decline rates (Dale et al., 2014; 
Ickovics et al., 2006).  This finding was attributed to positive psychological factors exhibited 
by the study participants.  In this study, the psychology of just knowing the bad consequences 
of unhealthy behaviour, not taking medication, that blood indices can take a negative shift, and 
that one can development resistance to medication led to the development of resilience and 
better adherence to HAART. However, in these Indigenous men, whether this translates to 
actual laboratory confirmed decreases in viral load and slowed decline in CD4 + cell counts 
remains to be investigated. This is on the background of reports that show that men tend to be 
slow to recover from stress, despite mounting optimal psychophysiological responses 
(Courtenay, 2003; Llewellyn, 2008; Public Health Agency of Canada, 2011; World Health 
Organisation, 2014; Zuckerman, 2006), and the fact that men reportedly underutilize healthcare 
services (due to either lack of interest, non-recognition of health problems or risk of problems, 
reluctance to adopt positive health behaviors or health promotion messages, and inability to 
seek services when appropriate) (Bilsker et al., 2010).  
 With respect to this study, the finding in the studies by Dale, Ickovics and their 
colleagues (Dale et al., 2014; Ickovics et al., 2006) warrant merit as they illuminate the 
potential power of confirmable blood indices (giving a positive mindset and courage to feel 
that they can move beyond historic trauma and heal) that can translate into resilience and better 
adherence to HAART in men living with HIV/AIDS. 
 In those who participated in the LSB sessions, eliciting the strong and raw narrative in 
survivors of trauma sometimes lacked cohesion in the development of the story itself but this 
was remedied by the time flexibility, ability to revisit what was forgotten on the timeline 
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because rapport was developed before exploration of sensitive traumatic experiences. 
Narrating one’s story in the conventional way (standard one-to-one interview) may be too 
painful but through the LSB exposure, talking through their experiences from childhood 
through adolescence to adulthood, these participants were comfortable, felt in control and 
found their voice to speak in a safe environment. Using the LSB in this way, placing one’s 
narrated experience on a board, for such participants as these Indigenous men and others who 
have suffered trauma, may thus mediate their capacity/ability to begin or continue their journey 
to heal from the traumatic experience as the LSB provides a critical space for exploration of 
the antecedents, intricacies, and outcomes of HT.    
 Further, using the LSB method further highlighted two possible ways forward in how 
interventions/services to promote resilience and HAART adherence can be implemented. First, 
looking at individual timelines, interventions/services can be implemented before, during or 
after traumatic situations/adversity. Interventions can be implemented at a point in time where 
they are most likely to have the most impact. For indirect survivors, to prepare them to manage 
adversity, introduction of interventions/services may be necessary prior to the traumatic 
situation/adversity. Second, since there are interconnections and synergism in the way 
resilience factors operate, in some cases strategically implementing interventions/services on 
a different level may be most effective for resilience promotion at a specific level. In children, 
for example, fostering resilience effectively may require attention to safe housing, food 
security and nurturing family environments enabling optimal development. This may call for 
implementation of needed interventions/services to their parents or schools (e.g., nutritious 
meals, education about raising children) than intervention at the individual child level. 
Similarly, providing much needed employment training opportunities and job placements in 
Indigenous communities may effectively promote resilience at the individual level. 
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5.2 Historic trauma effect – Intergenerational, survivor status response comparison 
 The notion that generational affiliation or survivor status may influence one’s actions, 
and his express of historic trauma (Chongo et al., 2011; Wesley-Esquimaux & Smolewski, 
2004) has been proven in this study in that through metering of discipline and learned strictness 
a few participants became resilient to be able to take their HAART. The experience of 
extensive repetitive trauma may have led to development of unhealthy adaptive coping 
strategies in line with adversity’s steeling concept effect, the postulate that exposure to cycles 
of trauma can reduce vulnerabilities and by so doing, bolder one’s conviction to survive as an 
individual, in essence ‘becoming more resilient’ (Isaak et al., 2015; Keuroghlian et al., 2011; 
Rutter, 2012). More in line with Paulo Freire’s (2000) explanation discussed earlier under 
cultural genocide. Further, the notions of ‘celebration’, attachment, learning and having a grasp 
on life attributed to the effect of HT by researchers and survivors (Fernandez & Huey, 2014; 
Sellars, 2013; Wesley-Esquimaux & Smolewski, 2004) could also be seen as unique 
Indigenous peoples’ resilience. This is because some view resilience as a sacred word equating 
to one’s resistance to bad thoughts and behaviours and, doing so with a good heart, accepting 
what life offers as the Creator’s gifts, whether good (uplifting) or bad (traumatic) (Laframboise 
& Sherbina, 2008; Tousignant & Sioui, 2009; Vukic, Gregory, Martin-Misener, & Etowa, 
2011). Because of these explanations, that their experience of historic trauma has either directly 
or indirectly taught them to be better persons overall, the historic trauma effect of developing 
a conviction to live should not be seen as a “positive effect” in literal sense as abuse in all 
forms is never beneficial but one’s positive reaction to it is what is exemplified here.  
 Studies have shown that there may be a bidirectional link between functioning, levels 
of stress hormones and resilience (Dale et al., 2014; Gidron, Gilutz, Berger, & Huleihel, 2002; 
Maier, Watkins, & Fleshner, 1994). The experience of abuse through historic trauma may 
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therefore not guarantee development of healthy adaptive coping strategies in all survivors, 
whether or not they suffered trauma directly or indirectly, neither will the trauma always result 
in dysphoric or psychological response or pathological dysfunction. The way people 
experience, remember, process, glean any meaning from, manifest/respond and 
intergenerationally transmit trauma also varies significantly (Nemade et al., 2016; Puxley, 
2013; Steinhardt & Dolbier, 2008; Tung, Ning, & Kris, 2014). 
 This wide range of responses to historical trauma does have devastating effects on 
subsequent generations (Kirmayer et al., 2011). However, predicting that historic trauma, no 
matter how grave, affects individuals in equal measure is unfounded because the trauma faced 
by each individual (direct or indirect survivor) differs, the evolution of trauma is varied and 
complex being influenced by many factors, structural, socioeconomic or otherwise (Denham, 
2008; Kirmayer et al., 2014). The claim by some participants in this study that direct survivors 
of residential school are affected more by the trauma, their expression of it is greater and they 
tend to be less resilient than indirect survivors may thus hold merit since, apart from the reasons 
discussed, vicarious trauma may not be the same as trauma suffered by direct survivors. This 
study has thus added evidence that the historical trauma complex includes potentially resilient 
expressions that are different across generations and between survivor statuses. 
5.3 Health definition 
 The way participants talked about resilience factors reflected on how they perceive 
what health and wellbeing or “being healthy” means. The view was that, for a majority of the 
Indigenous men, ‘health’ meant different expressions of a holistic way of life, mutual 
relationship between the spiritual and natural world, and encompassed balance mentally, 
emotionally, physically and in one’s spiritual wellbeing (Vancouver Coastal Health, 2013). 
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Included in this way of thinking was the ability to heal from trauma and have a sound body 
through expression of oneself through his cultural practices and language. These views are akin 
to what most researchers have reported and similar to the Medicine wheel concept discussed 
earlier (Vancouver Coastal Health, 2013; Williams et al., 2011). Of note, also in line with 
previous research, was the emphasis made to places where people live, their environment, and 
one’s external appearance, personal responsibility, and one’s dynamic ability to adapt/cope 
with adversity and be resilient (Huber, 2011), to regain a sense of hope and autonomy to choose 
and live according to one’s preference (Mead & MacNeil, 2006). This Indigenous view of 
health is important in its own right. It predates the Western view of health, as described by the 
WHO, and even after Hippocrates’ proposed switch from health as a divine notion (Üstün & 
Jakob, 2005), has stood the test of time.    
 Equally prevalent for these men living with HIV/AIDS was the view of health as 
explained by biomedical Western models; exemplified by their references to blood indices, 
one’s ability to function both physiologically and physically, the absence of pain or sickness, 
and living a long life. This is in line with the now heavily criticised (Bircher, 2005; Huber, 
2011; Saracci, 1997) World Health Organization (WHO) definition of health formulated over 
half a century ago that views health as a state devoid of illness or disease but a completeness 
in social, mental and physical domains of well-being  (Huber, 2011). The problem is that it is 
inflexible and unrealistic as the word “complete” in relation to one’s wellbeing renders the 
state of being ‘healthy’ unattainable for a reasonable period of time. The persistent emphasis 
on complete physical wellbeing could lead to new screening technologies that detect 
abnormalities at levels that might never cause illness, pharmaceutical companies making new 
medications for “conditions” not previously defined as health problems (e.g., any small sad 
affect or disturbance in happiness), and large groups of people becoming eligible for screening 
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or for expensive interventions even when not beneficial to many, and it might result in higher 
levels of medical dependency and risk (Huber, 2011; Üstün & Jakob, 2005). 
 The WHO definition was originally formulated to describe acute diseases, contributing 
to most morbidity then, and at a time when chronic diseases led to early mortality. Today, with 
people with chronic diseases living longer, the definition is retrogressive in its use of the word 
“complete” as this means the chronically ill or disabled lack the capacity to live their day to 
day lives or function autonomously, in a healthy state of wellbeing. The definition further 
negates the influence of physical, emotional, spiritual, environmental, and social challenges 
that shape one’s health and wellbeing today. As such, for the purposes of this study, the 
definition is non-pragmatic and lacks support for an integrated framework for better outcomes 
in one’s health and wellbeing (Huber, 2011). To fully understand and manage one’s personal 
health and well-being, one may need to first understand that some needs are more foundational 
than others (spiritual versus physical, for example) and that these needs are interconnected and 
important across Indigenous cultures (Blackstock, 2011; Poonwassie & Charter, 2001; Volkow 
& Montaner, 2010). Incorporating Indigenous understandings and worldview, their ancestral 
knowledge, spirituality, community context, and a consideration of the oppressive constants 
that govern Indigenous day to day reality may prove vital to re-achieving balance and shaping 
policy towards promoting resilience.   
 Since its formalization, this WHO definition of health has evolved and new 
formulations proposed (Grad, 2002; Huber, 2011; Üstün & Jakob, 2005) many of which are 
yet to be implemented. In light of the views expressed by Indigenous men and others in their 
communities (Vancouver Coastal Health, 2013), limitations of the WHO definition may 
warrant redress for the path to resilience to continue. With the historic trauma, many survivors 
have suffered, and in the face of systemic stigma and discrimination, many men remain 
  
179 
 
transfixed in a biomedical interpretation of their trauma expressions, constantly struggling and 
worrying about finding meaning in one’s symptoms, the “what’s wrong with me” question, as 
opposed to considering how to fix the situation. Irrespective of their hopes and dreams for 
healing and for a better life, some may continue to see themselves as fragile, indifferent, 
unwanted outsiders  to the communities in which they live (Mead & MacNeil, 2006) 
 The redefinition may need be enriched by incorporating a pragmatic/ operational focus, 
emphasising social, personal and community resources, and physical capacity, recognise the 
spiritual dimension within an integrated framework, as well as tackle the power differentials 
within modern era issues of and justice, equity, and human rights (Huber, 2011; Manitoba 
Health, 2011; Üstün & Jakob, 2005). For the men in this study, and those similarly affected 
with HIV/AIDS, an Indigenous rationale that includes a return to traditional ways or ‘‘culture 
as treatment’’ may prove a beneficial to HAART adherence and resilience against the 
adversities of colonization (Gone, 2013). Implementation and respectful observance of the 
HIV/AIDS Medicine Wheel approach discussed earlier may prove advantageous. It can be 
more effective by providing rational reasons and therapy plans for problems deemed 
"functional"; it can provide patients a framework to elucidate and manage causes for their 
symptoms; and, it can improve quality and cost-effectiveness of therapy by furthering the 
biomedical model to the holistic model, by encouraging patients to undertake their own journey 
to wellness (Montour, 2000). To manage HIV/AIDS, therefore, the answer may not always be 
in tests, pills, or specialists; it may be in finding and dealing with innermost pain, in learning 
how to talk, to trust, and to feel; it may be in seeking for oneself the balance of the HIV/AIDS 
Medicine Wheel and in receiving culturally safe counseling (Montour, 2000). The adoption of 
the HIV/AIDS Medicine Wheel has, however, not been explicitly stated in literature although 
its components have been used in practice. 
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 A reflection of how vital it is in this contemporary setting to urgently consider the 
challenges and the resilience factors discussed in developing better policies is seen in the words 
of one of the LSB participants; 
“I saw tall men, huge men, with Indian dress on them. My grandfathers….they picked 
me up and we started flying towards the sun, toward the west. After a distance, I could 
see a house and after that a wheat field and a picket fence around the house. They picked 
me up and put me behind the picket fence, and left me there.” “The wheat field 
represented my culture and my heritage. The picket fence represents white culture, 
white man way. That’s where I am today. I’m still struggling. I’m afraid to go back to 
the sweat lodge now. I’ll be punished by my grandfathers for the harm I’ve done to 
myself” (A034). 
5.4 Summary  
 The discussion of the ‘Experience Talks, Resilience Shapes’ study has been presented 
in this chapter. The chapter has been organised with subheadings covering all the data from the 
one-to-one interviews, the focus group, and the Life Story Board sessions reflecting the lived 
experiences as told by survivors of historic trauma in answer to the research objectives. The 
major discussion issue covered is the facilitation of HAART adherence, looking at what works 
as well as what doesn’t. This is done under the subheadings: psychological support; cultural 
services; religion and spirituality; historic trauma – direct core and intergeneration 
transmission effects (including cultural genocide, stigma and discrimination, and the effect of 
the oppressive Indian Act on services on-reserve, the land issue, and income assistance 
payments); resilience (including a comparison of how the historic trauma effect is reflected 
intergenerationally, depending on one’s survivor status); and, how health is defined in 
survivor’s expressions of resilience. 
5.5 Implications for practice  
 5.5.1 Community capacity building. 
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 In on-reserve communities, it would be beneficial to conduct awareness efforts, 
learning events, workshops, and school-based projects that integrate/engage chiefs, the youth 
and elders to promote appropriate and effective and HIV and AIDS education, including 
regular follow-up of such efforts. This would build the interest, readiness, and capacity in the 
Indigenous communities to receive services, address stigma, give support and counseling, and 
train others to mount a resilient response that involves cultural safety. Both on-and off-reserve, 
simple messages (about HIV transmission, impacts, and the need for support) would benefit 
Indigenous peoples, care providers, as well as the general population who either come into 
contact or work with Indigenous men living with HIV/AIDS. Educating friends and family 
members before hand about the oppressive forces in play can bring people to the realisation 
that they harbour internalized messages that are alien to themselves. By acquiring knowledge 
about harmful colonial-driven discriminatory messages, people can choose to be resilient and 
help others in their path towards healing (Hollinshead, 2016). 
 Indigenous leadership from local organizations and friendship centres, including 
Elders, should be identified and included in collaborative tables in both on-and off-reserve 
communities for promotion of community readiness to deal responsibly and in a culturally safe 
manner with those living with HIV/AIDS. Decisions made through such collaboration can help 
stakeholders understand how traditional methods can be incorporated into health strategies, 
and pave way for agreement on a non-political approach to planning, funding and 
implementation, and development of a standard of evaluation of such culturally safe strategies. 
Indigenous leaders should be provided with the relevant support, information and connection 
with peers, through an Elders council for example, to fulfil their role. 
 Indigenous peoples who return to their home community at any given point in time, to 
visit or stay, would benefit from on-reserve individualized stigma-free transition 
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plans/approaches developed within and operational at local health centres, and actively 
supported by family and community members. 
 Government should act to develop anti-stigma policies and programs and prevent 
people from being put at-risk before and after infection. Anti-discriminatory laws should be 
enforced to deter and/or punish those who either incite or discriminate against others.  
 5.5.2 Education, cultural safety and resilience. 
 Canada’s health-care system must recognize Indigenous healing practices as valuable 
and implement their use in the treatment of Indigenous patients in collaboration with 
Indigenous healers and Elders. 
 To allow for healing from historic trauma, it is imperative that we look and learn from 
the past. Promoting engagement, empathy, and mutual respect should be the hallmark on which 
education in schools is based. Adequate education about Canada’s Indigenous and colonial 
history should be taught in schools, as well as in out-of-school early child development 
programs, so that responsibility for economic and social problems faced by Indigenous 
peoples’ are correctly identified with the socially and economically damaging effects of 
colonialism and cultural genocide. A recognition of this will promote more culturally safe 
public policy decisions by government, as well as reduce stigma and discrimination, and 
promote trust between Indigenous and non-Indigenous Canadians.  
 To be more effective in improving health outcomes, all HIV/AIDS services should be 
delivered in a culturally safe manner, consistently emphasizing the dangers of engaging in risk-
taking behaviors (e.g., unprotected sex), and addressing sexual beliefs, attitudes, and societal 
norms. Non-Indigenous medical practitioners, and students in all medical and nursing schools 
in Canada, must therefore go through a mandatory course that includes skills-based training in 
cultural safety, conducting of functional “spiritual assessments”, and familiarization with 
  
183 
 
various aspects of Indigenous teachings and practices, to develop a better understanding of 
Indigenous peoples’ health issues and the fact that the legacy of residential schools goes against 
Indigenous rights as declared by the United Nations. This mandatory training in cultural safety 
will hopefully increase the number of non-Indigenous organizations that are delivering services 
in a culturally safe manner and reduce hesitation on the part of the Indigenous community to 
seek medical advice as they will now feel they are going to be treated properly.  
 For cultural safety to effectively address health inequities its critical 
underpinnings/principles need to be translated into practice settings through better education 
on cultural safety for healthcare providers (beginning with teaching sessions in post-secondary 
institutions and in healthcare practice settings) and other stakeholders (through provision of 
seminars). An example of such an initiative is seen in the successful Aboriginal Cultural Safety 
Initiative (ACSI) created at Anishnawbe Health Toronto (Brascoupé & Waters, 2009; Shah & 
Reeves, 2015).  
 Since cultural safety is an active, ongoing and evolving process it will be necessary for 
healthcare providers to evaluate modes of services and reflect on health policies over time in 
order to remove barriers and meet the needs of Indigenous peoples by providing culturally safe 
care across multiple visits (National Aboriginal Health Organization, 2013; Shah & Reeves, 
2015). Healthcare providers should focus on resolving today’s misunderstandings of the past 
through the maintenance and sharing of Indigenous narratives. This will help communities find 
meaning of historical and contemporary survivor experiences, and begin to view Indigenous 
peoples as resilient in their own right. By believing survivors’ stories, care providers can help 
survivors to begin to regain trust in humanity, build capacity to guide, self-manage and commit 
to their treatment, and be more resilient. 
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 There should be sustained financial investment in the training of Indigenous healthcare 
professionals to provide culturally safe care, and retain most of them in their home locale, to 
promote the capacity of communities to design appropriate health programs and services, self-
manage and go through the healing process.  
 Feasible and effective intervention efforts aimed at promoting better health outcomes 
for men with HIV and AIDS should be developed and implemented and should include an 
assessment for previous abuse and incorporate factors, personal attributes, services, and other 
aspects that target/promote resilience.  
 5.5.3 Need for redefinition. 
 In those living with HIV/AIDS, achieving adherence to HAART is vital (Bangsberg, 
2006b; Chesney, 2006; Cohen et al., 2011; Department of Health and Human Services, 2014). 
However, always defining adherence as one “taking ≥ 95% of doses of prescribed HAART 
regimen” measured over a 24 week period (Department of Health and Human Services, 2014; 
Kapadia et al., 2008; Minkoff et al., 2010) may not be important or fitting for everyone in every 
context. This is also in light of evidence that, with some HAART regimens, adherence levels 
lower than 95% may be acceptable for durable viral suppression (Vervoort et al., 2007; 
Viswanathan et al., 2015). A redefinition of adherence may be warranted (to include low, 
medium, and high levels, for example) so that strategies to promote HAART adherence may 
be tailored/targeted to each group for better health outcomes. 
 5.5.4 Respect and tolerance for spirituality and/or religion. 
 The church should recognise the role it played in the legacy of residential schools and 
respect Indigenous spirituality and/religious practice in its own right. Further, there should be 
no coercive effort placed on one to belong or not to belong to one spiritual/religious group. 
The capacity of spirituality to improve the health well-being of Indigenous men and foster 
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resilience suggests that, as a people, we can all prosper by promoting tolerance, diversity and 
development of one’s own preferred spiritual and/religious group.  
 Spiritual or religious resources, with due attention to one’s social and cultural context, 
should be made more accessible (on site or through referral) in all organisations offering 
healthcare services for those living with HIV/AIDS and for survivors of trauma. 
5.5.5 Employment provision. 
 In conjunction with income assistance and work provided by HIV/AIDS service 
organizations, men living with HIV/AIDS should be provided with real jobs at full award 
wages to enable them to manage their nutritional and housing needs. That means urgently 
providing these men with relevant training so that they can take up job opportunities like any 
other Canadian citizen. Further, real affirmative action policies should be effected so that 
employers are ready to employ Indigenous men living with HIV and AIDS and accommodate 
their needs. It will more beneficial if these opportunities include jobs that accommodate 
Indigenous men’s possible fluidity of movement and incorporate cultural safety initiatives. 
 5.5.6 Funding issue. 
 Jurisdictional and service gaps affecting Indigenous men, and their communities, on 
and off reserves should be tabled and mutual aims and culturally safe solutions implemented 
by federal government in collaboration with Indigenous peoples. Indigenous communities 
should be given priority for funding and time to build relationships with HIV/AIDS service 
organizations. The time needed should be incorporated into the funding framework to build the 
capacity for the two sides to work together. Steps should also be co-developed and 
implemented by government and Indigenous stakeholders for accountability for Indigenous 
health service impacts from health services provided on and off reserve. 
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 Considering that HT continues to this day, funding is vital for the healing process from 
HT will proceed more quickly. Government, through bipartisan support, should prioritise and 
provide sustainable long term funding for existing and new Indigenous healing programs/ 
centres (e.g., using the ‘culture as treatment’ or HIV/AIDS Medicine wheel models) to remedy 
adversities to health and wellbeing caused by the legacy of residential schools. One LSB 
session participant summed this up in very strong terms;  
My language and my culture and the teachings that it has to offer made me not to use 
my gift in a bad way. I don’t know what’s wrong with everybody and society. Why 
they would leave such a beautiful thing (Indigenous culture) and not use it. It is a very 
strong powerful tool our culture is…that can turn you from a drug addict and infected 
person like myself who didn’t care for life, if I lived or died to make me change like 
that. That’s why I’d like to see a healing centre based on First Nations traditions and 
culture. Each clan with their own teachings bring them together….in healing centres 
(A036). 
 
 Apart from providing much needed healing to Indigenous male survivors on HAART, 
as well as other Indigenous peoples, such long-term support would also enable these 
Indigenous healing programs/ centres to produce the much-needed rigorous evidence base.  
 5.5.7 Integration and psychological resources. 
 Since HIV/AIDS and adherence to HAART is an issue now defined by a complex web 
of interconnected causes/links, syndemics (e.g., colonialism, cultural genocide, stigma), their 
effects (e.g., cycles of trauma, substance abuse), and the resilient factors exhibited (e.g., 
traditional practices, family support), effective culturally safe practices that include early 
linkage to and retention in care should be implemented for Indigenous health and wellbeing 
and healing from historic trauma involving a range of integrated services, with strong 
connections among cross-trained care providers, in a continuum of care (enabling access to 
other support services such as housing) involving Indigenous practices and medicines and 
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mainstream Western healthcare, to improve the lives of these Indigenous men and members of 
their communities.  
 Government should also ensure that HIV/AIDS services provided on and off reserve 
are flexible and accommodative to Indigenous men’s needs, including allowing individuals to 
be attended to on a drop-in basis and expanding hours of operation for local health centres. 
 Given the low self-reported adherence levels in this study, it may be vital to adopt a 
less-than-optimal adherence assumption and use culturally safe ways of enquiry to lessen over-
estimated verbal adherence responses in eliciting one’s adherence at every healthcare center or 
clinic visit as well as to regularly use biological measures (e.g., viral load) to monitor this 
adherence. 
 Since it is evident that HIV-related mortality and deterioration of one’s immune system 
can be remedied by psychological resources (Dale et al., 2014; Ickovics et al., 2006), aspects 
such as positive reinforcement and motivational interviewing, should be applied to clinical 
interventions aimed at promoting high levels of HAART adherence and resilience in men 
living with HIV/AIDS. However, such feedback about favourable shifts in blood indices must 
be discussed during every follow-up home/clinic visit with an assessment for and 
encouragement to avoid negative influences from outside information on one’s trust and belief 
that HAART does work.  
 5.5.8 Advocates, peer workers and outreach. 
 Government should support and fund the use of community resources in the form of 
home nurse visits, peer advocates, community and outreach workers, as evidence suggests that 
such front-line services continue to be vital to building HAART adherence and resilience in 
Indigenous men. This need may be explained in part by the fact that some participants reported 
skipping clinic visits, forgetting to take medication or poor treatment by healthcare 
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professionals as a cause of low adherence to HAART. Use of such community resources would 
greatly help in overcoming obstacles to accessing services (e.g., it can be effective to use nurse 
home visits for directly observed therapy [DOT] in providing HAART to active IDUs who 
may otherwise miss their medication), restore trust in oneself and others, and build strategies 
for emotional self-regulation (especially peers who can easily identify with the lived 
experience, provide hope, and be strong role models for developing strategies for healing).  
 5.5.9 The process of healing. 
 All work by government and Indigenous stakeholders, including traditional knowledge 
keepers and Elders, involving healing and reconciliation should target reconnection to land and 
language as these lie at the heart of Indigenous peoples’ culture.  Adverse effects of historic 
trauma can be partly remedied by making sure that all healthcare institutions promote 
collective self-control and bonds of mutual support to reduce the risk of self-harm by engaging 
in unhealthy behaviours and ultimately foster a positive sense of cultural identity in Indigenous 
men living with HIV/AIDS and their communities.  
 The existing treaty obligations made by the federal government should be upheld 
without the creation of new ones. The Indian Act must be reformed to reduce dependence on 
government welfare (‘false charity’), give more private-property rights to Indigenous peoples 
and control over their natural resources, so they can actively participate and contribute to the 
generation of wealth for Canada, create rich, sustainable, and healthy communities and help 
propel the Canadian economy forward. True generosity by the Canadian government “should 
consist specifically in the fight to destroy the causes which give nourishment to false charity. 
True generosity entails striving to reduce earnest begging by the hands of the subdued, to 
promote human hands which work to transform the world” (Freire, 2000, p. 45). 
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 Government must continue to recognise the historic trauma experienced by survivors, 
seek therapeutic restorative justice, repay survivors, promote an effective healing process 
involving the mobilization of culturally safe coping strategies (including empowerment and 
cognitive reshaping) and resiliency (both collective and individual) using Indigenous healers, 
practices, religious and spiritual beliefs, a return to normal cultural routines on and off reserve 
(e.g., the street level Fire Pit program in Prince George), and mutually negotiate ways out of 
current challenges. 
 The Canadian government and Indigenous peoples should work towards mutual respect 
and benefit involving first the recognition by non-Indigenous Canadians that Indigenous 
peoples have distinctive rights and responsibilities by virtue of being the original inhabitants 
of this land. Canada's national character should thus uphold respect for Indigenous peoples’ 
unique culture, heritage, and status.  
 To recover their traditional connections with the land, Indigenous peoples should be 
provided information about their lands and opportunities for its utilization, management, 
restoring food security and gaining economic prosperity, encouraged to engage in habitat 
protection and contribute to the recovery of endangered or threatened wildlife or marine, water 
stewardship, recovering and maintaining their language, and making their spiritual and cultural 
heritage strong.  
 Treaty and Indigenous rights and title should be fully recognized and respected in 
developing lands and resources within Indigenous traditional territories. Economic 
reconciliation should be done in culturally respectful ways, involve Indigenous communities 
in decision making and project planning (involving meaningful consultation, building 
respectful relationships, and obtaining the free, prior, and informed Indigenous peoples’ 
consent before proceeding with economic development projects), mitigate environmental risks 
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in any development projects, as well as ensure that Indigenous communities also gain long-
term sustainable benefits.  
 To move towards land recovery and healing, the grassroots should continue to have a 
voice, for Indigenous peoples to walk together in unity of purpose. We are connected and 
everyone has a duty to preserve Indigenous health and wellbeing, so all Canadians should be 
involved. Indigenous peoples access land to renew cultural learning; therefore, they must be 
involved and consulted in the use and conservation of the environment. Their spirituality calls 
them to look after the land.  
 The next chapter is a summary of the study. Study limitations and recommendations 
for further research are also presented. 
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CHAPTER SIX 
Conclusion 
6.0 Study questions and methods 
 This study explored the historic trauma (HT) impact on treatment in Indigenous males 
living with HIV and AIDS in BC. This was with a special focus on how the experience of HT 
affects their ability to seek or adhere to treatment and its impact on treatment outcomes across 
age groups (i.e., 15 to 24 years and 25 to 64 years) and, whether they are direct or indirect 
survivors of residential schools.  
 The research method involved in-depth one-to-one interviews, a focus group discussion 
(Mack et al., 2005), and a few sessions with the Life Story Board (LSB) (Chase et al., 2012) 
with 36 male HT survivors on HAART. The qualitative method of inquiry used was 
interpretive description (ID) (Hunt, 2009; Thorne, 2008) with incorporation of a cultural safety 
lens (Smye et al., 2010).  
6.1 Key findings 
 This study contributes to the field of HIV/AIDS research by providing three main 
themes from the data analysis. These are: 1) facilitators of choice or actions leading to HAART 
adherence; 2) factors leading to HAART non-adherence; and 3) comparative responses on 
health, services, stigma and the historic trauma effect. The results indicate that adherence 
choices and actions in Indigenous men on HAART can be affected positively by; presence of 
psychological support, cultural services, religion and spirituality, structural services, and 
resilience, as well as strictness and discipline metered on survivors through their first-
generation parents. Negative choice or actions with respect to HAART adherence are a result 
of; personal reasons and unhealthy behaviours, cultural restrictiveness, lack of accommodating 
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structural support and services, spiritual and religion-related factors, and intergenerational 
historic trauma effects. Finally, there were comparative responses noted on specific selected 
issues including the view of health with respect to resilience, one’s view on availability and 
access to services on-and off-reserve, and stigma and, the effect of HT through generations and 
with respect to one’s survivor status. 
 Resilience in these men comes not only from protective factors, but also from 
combinations of and/or crossroad/synergistic effects of individual, cultural, environmental and 
structural factors. Further, individuals can demonstrate resilience even if the communities or 
environments they live in are either dysfunctional, disadvantaged, discriminatory, or heavily 
stigmatise those living with HIV/AIDS. Notably, these factors/reasons are interlinked even 
though the themes, as expressed through survivors’ experiences, are unique. As such these 
factors/reasons should be considered together in any policy decisions aimed at promoting 
healing in Indigenous men.  
 The comparative responses noted on survivors’ views on health and the effect of 
historic trauma all add evidence that the HT complex includes potentially resilient expressions 
that are heterogeneous across generations and between survivor statuses in these Indigenous 
men. The fact that indirect survivors may be seen to be more resilient, partly because they 
experience vicarious traumatisation, may shed light into different approaches to managing their 
trauma, considering the confounding effects of availability of resources and social support, 
different environmental conditions, and survivor attributes.  
 With a consideration of areas of strength and adaptation, this study offered culturally-
safe recommendations to better address historic trauma, aimed at improving treatment-
adherent behaviour and resilience, fostering healing from historic trauma, and reducing deaths 
due to HIV/AIDS. Further, challenges faced by survivors from the colonial legacy were 
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highlighted and promising developments in the resilient strengths of Indigenous men on 
HAART that have implications for both research and practice offered. 
6.3 Limitations 
 The results may not be generalized to all contexts, or indeed to all Indigenous peoples, 
since the participants in this study were mostly from the DTES community in Vancouver. 
However, to allow for other policy makers and researchers to have a strong knowledge base to 
help in transferability decisions to similar contexts/ population groups (Trochim, 2006), 
information on the context of the study, assumptions made, and sufficient quotes were 
recorded.  
 The information they provided may be limited as participants may have under-reported 
experiences due to being uncomfortable in sharing sensitive information or memories too 
painful to recall. I attempted to minimize this limitation through repeated assurances of 
confidentiality and through establishment of rapport with participants beforehand. 
Recognizing the need to be aware of context and to locate any new knowledge within the 
society that constructs it, there is, however, the continuing probability that I, or any other 
person, may strongly be influenced by other yet invisible shared assumptions. Because many 
of my tacit understandings are social constructions, they were likely shared by study 
participants. Therefore, my research may have the potential to recreate them as if they were 
factual. The study findings can only therefore be articulated as contextual in the recognition 
that many supposed accepted realities may not easily withstand the test of time (Thorne, 2008). 
Further, within the margins of what may be considered probable truth, and the fact that reality 
may be shared, there is need to recognise that some knowledge claims may not meet the very 
best truth criteria (depends on who is judging).  
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 Of the participants recruited in this study, only four (11.1%) were ≤24 years old, and 
nine (25.0%) were indirect survivors and this, to an extent, limited the intergenerational and 
survivor status comparison on the experiences and expressions of historic trauma. The limited 
recruitment was due to challenges including non-access to medical records (not a requirement 
in the original accepted proposal) and the fact that many youths remain undiagnosed, among 
other reasons. Further, of those recruited for the study, it was not always possible to schedule 
a follow-up interview as some participants either declined consent or it was a challenge for 
clinic staff and Indigenous peers to locate them. To respect their autonomy and dignity their 
wishes not to participate were honoured. All the participants did not, however, request 
withdrawal of data originally presented in the first one-to-one interviews. Irrespective of this, 
the fact that there were less follow-up interviews than had been planned may undermine the 
credibility of the data obtained.  
 Laying out fragments of one’s story may help organize thinking, focus, helped deepen 
insight of the conversation for most participants; but for one participant in this study, disclosing 
and laying down issues on cards, seeing their life unfold on the board, was somewhat self-
intimidating. This may have limited the amount of disclosure offered. 
 When considering adherence to HAART, just as HIV/AIDS information provision 
alone is not sufficient for assurance of adherence, self-reported adherence, though still a viable 
tool as it enables quick identification of reasons for non-adherence and to exploration of 
corrective measures, is not sufficient to prove one’s HAART adherence. Remembering that the 
reported average HAART adherence in BC is 71% in men in general and 54% in Indigenous 
men in their first year of therapy (Puskas et al., 2012), patients have been reported to 
overestimate adherence (AIDSinfo, 2016). This may have happened in this study as 69.4% of 
the survivors reported 100% adherence in the four weeks preceding the study. If indeed there 
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is overestimation, this limitation may be worrying as patients’ own admission of non-
adherence in this study may be positively correlated with a suboptimal HAART response. 
 Critics may claim that this study is retrospective and may be affected by recall bias. As 
such current trauma expressions may not have been caused by past events. However, much 
research, both qualitative and quantitative, suggests otherwise as possible direct and 
interconnected links, syndemics, and mechanisms have been reported (Aguiar & Halseth, 
2015a; Chongo et al., 2011; Hampton et al., 2007; Kennedy, 2014; Mehrabadi et al., 2008; Mill 
et al., 2007; Nemade et al., 2016; O’Neil et al., 2012; Pearce et al., 2008; Puxley, 2013). Let 
alone, one needs to remember that historic trauma is not necessarily only historic, it’s also 
current and the resilience continues. Working on finding more “definite” causation across 
survivors and generations where historic trauma, adherence to HAART and resilience are 
concerned may be exceedingly daunting, prove very little, but be at most retrogressive towards 
the pathway to healing of Indigenous men and their communities (my opinion).  
 In listening to these survivors’ stories, in line with Kirmayer and colleagues’ 
convictions (Kirmayer et al., 2014), I chose to recognize the stories of these Indigenous men 
as bona fide and factual, and to join them in affirmation that their personal experience of trauma 
and oppression was and is real, which may be seen as bias on my part. I believe that it takes 
one to be a survivor to know the full impact of losing one’s dignity and going through cultural 
genocide. In the words of the Truth and Reconciliation Commission, we as researchers must 
be willing to “take the risk and interact in a different, non-judgemental manner with 
Indigenous peoples—with vulnerability, humility, and a willingness to continue in the struggle 
for decolonization of our own discomfort ... [and] to embrace [residential school] stories as 
powerful teachings—disquieting moments [that] can change our beliefs, attitudes, and 
actions” (Government of Canada, 2015a, p. 273-274).  
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6.4 Recommendations for Future Research  
 There are a few recommendations for future research, based on the results of this study.  
 Research, nation-wide dialogue, or think-tank process, should be done to assess the 
overall state of traditional medicine knowledge and how it is transferred in the various 
Indigenous groups. This would allow for building of strategies for its effective retention 
through generations.  
 Research into defining of transferable, generic competencies and measurements that 
apply to how work is accomplished is required to evaluate the applied practice of spiritual 
healthcare by its practitioners so they can become the support that Indigenous men and their 
communities prefer to receive during their healing journey. 
 A feasibility study on development of rigorous and culturally safe cost-benefit 
measures for formal or informal evaluation of Indigenous healing practices from historic 
trauma implemented by Indigenous peoples for their communities should be conducted. 
 Research should be conducted into new funding models for research and treatment in 
which Indigenous peoples have ownership, control, access, and possession to help 
development of accurate information about health issues in and solutions for their 
communities. 
 Countrywide research should be conducted to build an evidence base on the efficacy of 
integrated Western and Indigenous healing modalities, using a patient satisfaction scale as one 
of the important measures.  
 Studies should further explore collective aspects of Indigenous resilience, especially in 
on-reserve families and communities, which will help in prevention of unhealthy behaviours 
and promote healing from historic trauma. 
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 In relation to the development of resilience and better HAART adherence, a study on 
whether positive psychology (knowing the bad consequences of unhealthy behaviour, not 
taking medication, negative shifts of blood indices, and development resistance to medication) 
in these Indigenous men, translates to actual laboratory confirmed decreases in viral load and 
slowed decline in CD4 + cell counts, confirmed by access to physician reports, should be 
conducted. 
 For Indigenous men living with HIV/AIDS off-reserve, where HIV/AIDS specific 
services and support are better and more available, there should be research into whether these 
men experience more stigma for their substance abuse and gender non-conformity than for 
their HIV seropositive status. This may provide basis for targeted policy decisions towards 
these issues. 
 To include more youth in future studies, a different recruitment method, including 
access to medical records (including those on seek and treat [STOP] files) may be necessary 
to obtain a better intergenerational and survivor status comparison on the experiences and 
expressions of historic trauma.  
 This study could be replicated with Indigenous women included as participants. 
Speaking directly to women may help researchers see how effects of historic trauma and 
resilience differ by gender. 
 Finally, therefore, although many of the Indigenous men may be resilient to the 
untoward effects of HT, never should we forgot that for other men the most devastating and 
dehumanising experience they continue to go through today is HT. Collectively, therefore, 
considering that we are all connected as human beings (Global Discoveries Network 
Foundation, 2016; Korff, 2013; Maclean et al., 2016) and that everyone is either infected or 
affected by the HIV/AIDS pandemic (Ogundipe & Obinna, 2010), we need to put our efforts 
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together, conjure up the political will, and use the vast evidence and tools available to change 
the course of humanity lest we be harshly judged by our children and future generations (De 
Cock, Jaffe, & Curran, 2012). 
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Appendix C: Participant Information Form 
 
 
 
Patient Participant Information Sheet 
 
PROJECT TITLE: “Experience Talks, Resilience Shapes - Revisiting historic trauma: 
Impact on treatment in Indigenous males living with HIV/AIDS in British Columbia”. 
PRINCIPAL INVESTIGATOR: Meck Chongo, Community Health Sciences, University of 
Northern British Columbia. 
PURPOSE OF THE STUDY: The purpose of this study is to explore the impact of historic 
trauma (HT) on treatment in Indigenous males living with HIV and AIDS in British Columbia. 
This work and the anonymous information collected will be used by the principal investigator, 
Meck Chongo, as part of his Doctoral dissertation, as well as to offer culturally-safe 
recommendations to better address HT, aimed at improving treatment-seeking behavior, 
adherence to treatment and reducing deaths due to HIV/AIDS.  
WHAT DO YOU WANT FROM ME? You are being invited to participate in this study 
because you live in Vancouver in British Columbia (BC), you are between the ages of 15 to 
64, you are currently on HAART, you are able to communicate in English, and/or you either 
attend or are serviced by the Vancouver Native Health Society (VNHS) clinic. We would like 
to talk to you, at a place that is convenient for you to tell us about the impact of HT on your 
HAART and healthcare experiences.  This should take about 45-60 minutes of your time.  
A quiet and secure office space has been secured at the VNHS clinic for use for the study. 
Firstly, I will conduct 10 one-to-one in-depth interviews using open-ended questions. Time 
allowing, and depending on data saturation (a point where no new data emerges), this number 
may be revised to a maximum of 24 interviews. Each individual will be interviewed twice, 
allowing for an iterative (repetitive) process in which questions, gaps in information, and 
analytic constructs emerging from each interview to be considered. In the second interview the 
Life Story Board, a visual representation of one’s life story, will be used to help you externalize 
&reflect on memories & feelings (often not easy to verbalize/disclose). Secondly, I will 
conduct 1 focus group discussion, with 10 participants. Guiding probes for questions will 
include the trauma as experienced by the subject within the contexts of culture, history, 
personality and relationships and, the individual’s resilience or vulnerability to cope with its 
impact 
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VOLUNTARY PARTICIPATION:  Taking part in the study is voluntary. If you wish to 
withdraw your participation from this study at any point, any information you provided will be 
withdrawn and securely destroyed. 
COMPENSATION:  After we complete the interview we would like to provide you with $20 
gift voucher in appreciation of your time.  
CONFIDENTIALITY: The information collected during the interview will be kept private 
and confidential. Your name will not appear anywhere. As a researcher I promise 
confidentiality of information provided by participants, but for the Focus Group discussion, I 
can’t promise that the other participants will observe each other’s privacy. 
Taking part in this interview will not affect your healthcare in any way. If in the rare event that 
you are psychologically affected, you will have the opportunity to speak with a social 
worker/counsellor at your convenience. If you have any questions about the study or would 
like to arrange an interview, please do not hesitate to call Meck Chongo (604) 379-7665. You 
may also call Dr. Henry Harder, Associate Professor at the UNBC at (250) 960-6506. 
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Appendix D: Individual Interview Consent Form 
 
 
 
THE UNIVERSITY OF NORTHERN BRITISH COLUMBIA 
Department of Community Health Sciences 
3333 University Way, Prince George, BC  
V2N 4Z9 
Tel: (250) 960-5363 
Fax: (250) 960-5744 
Website: www.unbc.ca 
 
Informed Consent Form for Participants 
“Experience Talks, Resilience Shapes - Revisiting historic trauma: Impact on treatment in 
Indigenous males living with HIV/AIDS in British Columbia”. 
Research Supervisor:                                                     Principal Investigator: 
Henry Harder, PhD                                                       Meck Chongo, MBChB, MSc 
Associate Professor                                                       Health Sciences Program  
Health Sciences Programs                                             Email: chongo@unbc.ca 
Phone: (250) 960-6506 
Fax: (250) 960-5744 
Email: henry.harder@unbc.ca 
_____________________________________________________________________ 
You are being asked to participate in this study because we are interested in hearing about your 
experiences of historic trauma (HT) and how this affects your treatment on highly active anti-
retroviral therapy (HAART). You will be encouraged to provide examples of experiences that 
highlight both your challenges and successes in adhering to HAART. I am conducting this 
study in Vancouver, BC. By participating in this interview, you have the opportunity to tell 
your story. You may take your time to make your decision about participating in this study and 
you may discuss it with your friends or family before you make your decision. This consent 
form may contain words that you do not understand. Please feel free to ask us to explain any 
words or information that you do not clearly understand.  
Study Purpose: The purpose of this study is to explore the impact of historic trauma (HT) on 
treatment in Indigenous males living with HIV and AIDS in British Columbia. This work and 
the anonymous information collected will be used by the principal investigator, Meck Chongo, 
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as part of his Doctoral dissertation, as well as to offer culturally-safe recommendations to better 
address HT, aimed at improving treatment-seeking behavior, adherence to treatment and 
reducing deaths due to HIV/AIDS.  
Study Methods: A quiet and secure office space has been secured at the VNHS clinic for use 
for the study. Your participation in this study will involve taking part in two 45-60 minute 
interviews. If selected, you will be asked to take part in a second interview with the Life Story 
Board (LSB). The LSB, a visual representation of one’s life story, will be used to help you 
externalize & reflect on memories & feelings. Each interview will be audio-taped. You will 
also be asked about your experiences of historic trauma and seeking and/ or receiving 
antiretroviral treatment, as well as some information about your age, education, and where you 
live. Your participation in this study is entirely voluntary. The decision to participate (or not) 
is totally up to you. You may choose at any time not to answer a question, change your 
responses, withdraw an answer, or stop the interview. Refusal or withdrawal from the study 
will in no way affect any treatment, clinical care, or support that you are currently receiving. 
If you wish to withdraw your participation from this study at any point, any information you 
provided will be withdrawn and securely destroyed. 
Risks and Benefits: You personally may not receive any direct benefits from taking part in 
this study. However, due to the sensitive nature of this topic, you may experience 
uncomfortable feelings or memories. This study may trigger Post Traumatic Stress Disorder 
(symptoms including re-experiencing symptoms of the event, avoidance, and hyper-arousal). 
PTSD can lead to depression, substance abuse, and these can ultimately lead to reduction in 
HAART adherence. Should this happen, you will be referred to a qualified social 
worker/counsellor (from within the VNHS) or a PTSD specialist for assistance. To reduce the 
risks, I encourage you to always seek support from close friends and family or otherwise 
professional help (provided within the VNHS clinic), and also to attend or be involved with 
local support groups before during and after the study. Your answers from this study will help 
me give recommendations to offer culturally-safe recommendations to better address HT, 
aimed at improving treatment-seeking behavior, adherence to treatment and reducing deaths 
due to HIV/AIDS. 
Summary list of the additional support services  
1) Qualified social worker/counsellor (from within the VNHS)  
2) PTSD specialist 
3) Any close friends and family  
4) Medical staff (from within the VNHS clinic) 
5) Local support groups (e.g., men’s group at VNHS) 
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Remuneration for Participation. At the end of the interview (or if the interview is terminated 
prematurely), I would like to give you $20 gift voucher in appreciation of your time and 
participation in this study.   
Confidentiality: Information collected in this study is strictly confidential. Your identity will 
be kept strictly confidential. We will not release your name to anyone. Audio-tapes will be 
transcribed, anonymized, and securely locked in a filing cabinet at the Vancouver Native 
Health Society and computer files will be password protected. Your participation in this study 
may be used for the purposes of presentations and/or publications resulting from this study. No 
names or other unique identifiers will be included in the transcripts or used in any published 
report. 
“Your rights to privacy are also protected by the Freedom of Information and Protection of 
Privacy Act of British Columbia. Further details about this Act are available upon request.” 
(Freedom of Information and Protection of Privacy Act of British Columbia) 
Please note that, according to the BC Child, Family and Community Service Act, I have an 
obligation to report any child abuse or harm to the necessary authorities. 
Storage of Data: Tape recordings will be securely locked in a filing cabinet and kept for two 
years at the Vancouver Native Health Society after the study is completed and then the 
recordings will be destroyed. Interview transcripts, names, and contact information will be kept 
for three years after the completion of the study at which time the documents will be shredded 
and the electronic file deleted.  
For More Information: If you have any questions or desire further information during or after 
the study, please contact the principal investigator or research supervisor at the phone numbers 
listed above. If you have any concerns about your treatment or rights as a research subject, 
please contact the Office of Research in the UNBC at (250) 960 6735 or reb@unbc.ca. 
Do not sign this consent form unless you have taken a week to digest the information, had 
a chance to ask questions and have received satisfactory answers to all of your questions. 
By signing this consent form, you are agreeing to take part in this study, and acknowledge 
receipt of a copy of this consent form for your records.  
 
Statement of Consent 
 
To be completed by the Research Participant (Circle either YES or NO) 
Do you understand that you have been asked to be in a research 
study? 
   YES     NO 
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Have you read and received a copy of the attached information 
sheet? 
   YES     NO 
 
Do you understand that some of you actual words may be published 
in a written form? 
   YES     NO 
 
Do you understand the benefits and risks of the study?    YES     NO 
 
Do you know what resources you can access for supportive 
counseling?  
   YES     NO 
 
Have you had the opportunity to ask questions and discuss this 
study? 
   YES     NO 
 
Do you understand that you are free to refuse to participate or to 
withdraw from the study at any time?  
   YES     NO 
 
Has the issue of confidentiality been explained to you?     YES     NO 
 
Do you understand who will have access to the information you 
provide? 
 
   YES 
 
    NO 
Do you have any further questions?    YES     NO 
 
I consent to be involved in the following study procedures: (Check all that apply) 
 Interview 
 
By signing this consent form, I have not waived any of the legal rights that I have as a 
participant in a research study. 
 
Printed Name: _______________________________Date: _____________________ 
Signature: ____________________________________________________________ 
 
Principle Investigator 
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I, the undersigned, have fully explained the relevant details of this research study to the 
participant named above and believed that the participant has understood and has knowingly 
given their consent. 
Printed Name: _______________________________Date: _____________________ 
Signature: ____________________________________________________________ 
Role in the Study: ______________________________________________________ 
Would you like to receive a written summary of results of the study? 
 Yes 
 No  
 
If yes, please write down your contact information  
Name: 
Address: 
Phone number: 
Email: 
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Appendix E: Interview Guide 
 
 
 
INTERVIEW QUESTIONS:  
 
Introduction 
 
1. How are you?  
 
- Please, tell me a bit about yourself.  
 
2. Where are you from? 
 
3. How do you identify your heritage/ from where do you trace your origin?  
 
4. How old are you now? 
 
5. Where do you live?  
 
- How long have you lived there?  
 
- Is this a temporary place? 
 
6. What do you do for a living? Are you a stay home parent? 
 
7. If you work, where and what is your average yearly income? 
 
General health and HIV/AIDS-related services 
 
1. How would you define the word ‘health’? 
 
- What does good health or alternatively poor health look like?  
 
2. How would you describe your health right now? 
 
3. How has the HIV-related care/ services you receive affected your health/well-being? 
 
4. Do you face any problems adhering/ sticking to treatment (in general)?  
 
- If yes, tell me more about that.  
 
- Is this a one off or does it happen often? 
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Adherence  
 
1) What do you think about Highly Active Anti-retroviral Therapy (HAART) /Anti-
retrovirals (ARVs)/ HIV medications? 
 
2) What is your experience with/ how long have you been on HAART/ARVs?  
 
3) What ARV medications are you taking?  
 
- How do you take them? 
 
4) Have you missed any of the medication recently?  
 
- If so, how many? when? 
 
- What led you to miss your medications/ what got in the way of you taking 
HAART/ARVs?  
 
Researcher to provide cues; explore negative factors in early life & adulthood, & at 
different levels (individual, family, community, cultural, etc) e.g., sexual assault, 
violence, substance abuse, discrimination, financial hardship, homelessness. 
 
5) How are you managing to take your medication (adhere to HAART) / what helps you 
take your medications? 
 
Researcher to provide cues; Protective Factors:  
social support (supportive others, e.g., doctor/ care provider trust relationship, fair 
treatment);  
norms (social, peer);  
personal strengths/skills (self-efficacy, proactive coping, hopes & dreams for future); 
community/ organization support (culture, community connection), financial/food 
security. 
 
6) What are some of the reasons why the HAART/ARV service might not meet your 
needs? 
 
- Can you give me an example? 
 
- Any barriers you have faced?  
 
Researcher to provide cues; explore negative factors e.g., attitude/ stigma/ prejudice 
problems. 
 
Historic Trauma 
 
  
258 
 
1) Did you attend a Residential School?  
- If yes, for how long?  
 
2) Did your parents, grandparents, guardians or close relatives attend residential? 
 
- If yes, for how long?  
 
3) Explain your unique personal experience of Historic Trauma (HT)? 
 
Researcher to provide cues form life periods:  
childhood (food, shelter, parental care),  
adolescence (learned values, decision-making, education, peer influence and 
experimentation, school/home experience, friends, interests),  
adulthood (learning skills and work adaptation, marriage, fatherhood preparedness, 
financial independence, physical fitness, social connections). 
 
4) Do you believe that this Residential School experience has affected your health?  
 
- How or why has it affected your health? 
 
5) Do you think the impact of one’s experience of HT may be different from one person 
to the other, with respect to whether or not they adhere to HAART? 
 
- If so, how?  
 
Researcher to provide cues: across generations, between direct and indirect 
survivors. 
 
Resilience 
 
1) What do you understand by the term ‘resilience’? 
 
2) What role do you think your resilience (your strength or assets) to HT plays in the 
treatment of HIV/AIDS:  
 
- With respect to HAART?  
- With respect to how you live well with HIV in general? 
- If so, how? 
3) What do you think contributes to one being resilient with respect to adhering to 
HAART? 
 
  
259 
 
Researcher to provide cues: positive factors for resilience; cultural identification, 
cultural and spiritual renewal, traditional activities, involvement in traditional ways, 
church attendance, sense of coherence, knowledge of consequences, pride in one’s 
heritage, self-esteem, subjective norms, agency or self-efficacy, level of distress, 
level of support, parental care, parental monitoring, parental attitudes, influence of 
peers/community. 
 
4) I am also interested in knowing if you have got other kinds of services i.e., cultural-
related, e.g., have you been helped with/ referred to:  
 
- Organizations offering traditional Indigenous healing practices or ceremonies?  
 
- Have these been useful to your treatment? If so, how? 
 
5) In your view, what information or services can support healing from HT and improve 
treatment-seeking behavior in a culturally safe way?  
 
- Does the family help you adhere to HAART?  
 
- Does the community help you adhere to HAART?  
 
6) Does the ability to form affirming/strong social structures like families and the 
community help us to secure the resources that support adherence to HAART?  
 
7) Does the ability to form affirming/strong social structures like religious institutions 
help us to secure the resources that support adherence to HAART?  
8) Do you feel that there are differences in resilience: 
 
- From one generation to the next? 
 
- Depending on whether someone has ever lived on a reserve community or not?  
 
- If so, what are they/how are these differences brought out? 
 
9) Do you think you have greater access to cultural resources (such as urban Indigenous 
friendship centres) here in Vancouver as opposed to on-reserve? 
 
- If so, do you think these have helped you to be more resilient? 
 
10) Do you think you have enough ongoing connections to friends/family members living 
in town that serve as a protective factor against the increased stressors of living in a 
city including: 
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a. discrimination (being treated or favored against, a person based on the group, 
class, or category to which you belong rather than on individual merit), 
b. negative stereotyping (a widely held belief about you or group which displays 
you in a poor light and is unrepresentative of the actual situation), and  
c. greater levels of financial stress? 
 
11) Looking at your present reality, on what aspects of your personal development do you 
base your future goals/aspirations? 
 
12) What is the best way that treatment services can be improved for you to help you stay 
adherent to HAART? 
 
- How could services meet your needs/ what is missing? 
 
13) Do you have any other comments about your HIV/AIDS care, treatment or support 
services? 
 
14) Do you have any questions about the study? 
 
Researcher to provide additional cues to explore protective factors (and mechanism) at 
the following levels:  
 
1) Individual level:  
 
- Constitutional resilience (positive temperament);  
 
- Sociability (responsiveness to others, pro-social attitudes, attachment to others);  
 
- Intelligence (academic achievement, planning and decision making;  
 
- Communication skills (developed language, advanced reading);  
 
- Personal attributes (tolerance for negative affect, self-efficacy, self-esteem, 
foundational sense of self, internal locus of control, sense of humour, hopefulness, 
strategies to deal with stress, enduring set of values, balanced perspective on 
experience, malleability and flexibility, fortitude, conviction, tenacity, and resolve);  
 
- Psychological well-being as resilient self-perception; a positive attitude toward 
oneself and one’s past life (self-acceptance), high quality, satisfying relationships 
with others (positive relations with others), a sense of self-determination, 
independence, and freedom from norms (autonomy), having life goals and a belief 
that one’s life is meaningful (purpose in life), the ability to manage life and one’s 
surroundings (environmental mastery), and being open to new experiences as well as 
having continued personal growth (personal growth). 
 
2) Family level:  
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- Supportive families (parental warmth, encouragement, assistance, cohesion and care 
within the family, close relationship with a caring adult, belief in the child, non-
blaming, marital support, talent or hobby valued by others);  
 
- Socioeconomic status (material resources). 
 
3) Community level:  
 
- School experiences (supportive peers, positive teacher influences, success [academic/ 
other];  
 
- Supportive communities (belief in the individual, non-punitive, provisions and 
resources to assist belief in the values of society);  
 
- Cultural resources [cultural resilience] (spirituality, traditional activities, traditional 
languages, and traditional healing [sweat lodge ceremony, smudging, sacred pipe 
ceremony], paintings, offering gifts or sacrifice, round dance, ancestors and funeral 
feasts, symbols [e.g., medicine wheel] and proverbs from a common language and 
culture, life cycle rituals [birth and naming, vision quest at puberty, having uncut hair 
as sacred and cutting hair as a sign of mourning], traditional child-rearing 
philosophies, religious leaders, counselors, Elders, pipe carriers, medicine 
men/women). 
 
Researcher to provide further cues from:  
Ethics – non-interference, community as important 
Family life – distinct roles, teaching of children 
Seasonal and community rituals – sundance, potlatch, harvest feast, pow pow for 
relationships and healing 
Beliefs – the Great Spirit, trickster, time and shelters being circular, and the circle as 
sacred 
 
 
 
 
 
 
 
  
  
262 
 
Appendix F: Focus Group Guide 
 
 
 
FOCUS GROUP QUESTIONS:  
 
Interview protocol. The focus group questions will be open-ended, guided by general 
questions, and supported by 'prompts' (or follow-up questions) to ensure that similar aspects 
are covered. Questions will be posed only after intensive listening and respectful time is spent 
waiting to insure the participant whose turn it is to speak is finished speaking. Prompts are to 
be used when alternate phrasing is needed, or when the person does not provide examples or 
elaborate. Rapport will be established at the beginning of the interview and respondent made 
to feel comfortable. An appreciation of their time will be made at the end of the interview. 
 
Introduction 
 
1) How are you?  
 
- Please, tell me a bit about yourself.  
 
2) Where are you from? 
 
- How do you identify your heritage/ from where do you trace your origin?  
 
3) How old are you now? 
 
4) Where do you live?  
 
General health and HIV/AIDS-related services 
 
1) How would you define the word ‘health’? 
 
- What does good health or alternatively poor health look like?  
 
2) How has the HIV-related care/ services you receive affected your health/well-being? 
 
3) Do you face any problems adhering/ sticking to treatment (in general)?  
 
- If yes, tell me more about that.  
 
Adherence  
 
1) What do you think about Highly Active Anti-retroviral Therapy (HAART) /Anti-
retrovirals (ARVs)/ HIV medications? 
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2) What is your experience with/ how long have you been on HAART/ARVs?  
 
3) What do you think gets in the way of or prevents someone from taking their 
HAART/ARVs?  
 
4) How are you managing to take your medication (adhere to HAART) / what helps you 
take your medications? 
 
5) What do you think can help others to take their medication?  
 
6) What are some of the reasons why the HAART/ARV service might not meet your 
needs? 
 
- Can you give me an example? 
 
- Any barriers you have faced?  
 
Historic Trauma 
 
1) Did you attend a Residential School?  
 
- If yes, for how long?  
 
2) Did your parents, grandparents, guardians or close relatives attend residential? 
 
- If yes, for how long?  
- Explain your unique personal experience of Historic Trauma (HT)? 
3) Do you believe that this Residential School experience has affected your health?  
 
- How or why has it affected your health? 
 
4) Do you think the impact of one’s experience of HT may be different from one person 
to the other, with respect to whether or not they adhere to HAART? 
- If so, how?  
 
Resilience 
 
1) What do you understand by the term ‘resilience’? 
 
2) What role do you think your resilience (your strength or assets) to HT plays in the 
treatment of HIV/AIDS:  
 
- With respect to HAART?  
- With respect to how you live well with HIV in general? 
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- If so, how? 
3) What do you think contributes to one being resilient with respect to adhering to 
HAART? 
 
4) I am also interested in knowing if you have got other kinds of services i.e., cultural-
related, e.g., have you been helped with/ referred to:  
- Organizations offering traditional Indigenous healing practices or ceremonies?  
 
- Have these been useful to your treatment? If so, how? 
5) In your view, what information or services can support healing from HT and improve 
treatment-seeking behavior in a culturally safe way?  
- Does the family help you adhere to HAART?  
- Does the community help you adhere to HAART?  
 
6) Does the ability to form affirming/strong social structures like families and the 
community help us to secure the resources that support adherence to HAART?  
 
7) Does the ability to form affirming/strong social structures like religious institutions 
help us to secure the resources that support adherence to HAART?  
 
8) Do you feel that there are differences in resilience: 
 
- From one generation to the next? 
 
- Depending on whether someone has ever lived on a reserve community or not?  
 
- If so, what are they/how are these differences brought out? 
 
9) Do you think you have greater access to cultural resources (such as urban Indigenous 
friendship centres) here in Vancouver as opposed to on-reserve? 
 
- If so, do you think these have helped you to be more resilient? 
 
10)  Do you think you have enough ongoing connections to friends/family members 
living in town that serve as a protective factor against the increased stressors of living 
in a city including: 
 
a. discrimination (being treated or favored against, a person based on the group, 
class, or category to which you belong rather than on individual merit), 
 
b. negative stereotyping (a widely held belief about you or group which displays 
you in a poor light and is unrepresentative of the actual situation), and  
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c. greater levels of financial stress? 
 
11)  What is the best way that aspects of one’s personal development can help one stay 
adherent to HAART?  
 
12) What is the best way that treatment services can be improved for you to help you stay 
adherent to HAART? 
 
- How could services meet your needs/ what is missing? 
 
13) Do you have any other comments about your HIV/AIDS care, treatment or support 
services? 
 
14) Do you have any questions about the study? 
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Appendix G: Participant Contact Form 
 
“Experience Talks, Resilience Shapes - Revisiting historic trauma: Impact on treatment 
in Indigenous males living with HIV/AIDS in British Columbia”. 
Supported by: University of Northern British Columbia (UNBC), Vancouver Native Health 
Society (VNHS), and the Canadian Institutes of Health Research (CIHR). 
If you are interested in participating please list your contact information below. A member of 
the research team will contact you to talk about participating in this research project. The 
information you provide here will not be shared with any third parties and will only be used to 
contact you in regards to this study 
Name:__________________________________________________________________ 
Phone number (home):_____________________________________________________ 
Phone number (cell):_______________________________________________________ 
Phone number (work):_____________________________________________________ 
Email:__________________________________________________________________ 
Address:________________________________________________________________ 
Address 2:_______________________________________________________________ 
City:___________________________________________________________________ 
Postal Code:______ 
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Appendix H: Demographic Information Sheet 
 
Please circle or tick the applicable choice or answer the question on the line provided.  
 
Current Age: ___________ 
 
Age when diagnosed with HIV/AIDS: ____________ 
 
Age when treatment for HIV/AIDS started: ____________ 
 
Current number of HIV medications: ____________ 
________________________________________________________________________ 
 
Types of service providers you saw in the past 12 months (check all that apply): 
 
Family Doctor:                                                                 
Ophthalmologist:                                                              
Hospital Emergency Department:                                    
Mental Health Counsellor:                                                
Dietician:                                                                          
Social Worker: 
Nurse: 
Other:           Specify ___________ 
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Current Marital Status:  
 
Single         Married         Co-Habiting Divorced Widowed Separated 
 
Employment Status: Full-time Part-time Unemployed          Student 
 
Employed Seasonally        Permanently out of the workforce due to disability/illness 
 
Permanently out of workforce due to being a work at home parent 
 
Level of Education Achieved:  
 
Elementary School         Some High School       High School       Some University/College 
 
College Diploma Undergraduate Degree        Graduate Degree         Other 
 
Current Housing:  
 
Own house    Rent house      BC housing        Temp hotel room      No fixed aboard/street 
 
Other   Specify ___________ 
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Appendix I: Transcriber Confidentiality Form 
 
 
 
Transcriber Confidentiality Agreement 
This study has been reviewed by the Research Ethics Board of the University of Northern 
British Columbia and the Research Review Committee of the Vancouver Native Health 
Society. The purpose of this study is to explore the impact of historic trauma (HT) on treatment 
in Indigenous males living with HIV and AIDS in British Columbia. This work and the 
anonymous information collected will be used by the principal investigator, Meck Chongo, as 
part of his Doctoral dissertation, as well as to offer culturally-safe recommendations to better 
address HT, aimed at improving treatment-seeking behavior, adherence to treatment and 
reducing deaths due to HIV/AIDS. A final report on the research will be presented to the 
University of Northern British Columbia, and the results may be written up for publication or 
conference presentations. 
 
Dissertation Title:  “Experience Talks, Resilience Shapes - Revisiting historic trauma: 
Impact on treatment in Indigenous males living with HIV/AIDS in British Columbia”. 
 
I, _______________________________________, the Research Transcriber, agree to: 
 
1. keep all the research information shared with me confidential by not discussing or sharing 
the research information in any form or format with anyone other than the Principal 
Investigator. 
2. keep all research information in any form or format secure while it is in my possession. 
3. return all research information in any form or format to the Principal Investigator when I 
have completed the research tasks. 
4. after consulting with the Principal Investigator, erase or destroy all research information in       
any form or format regarding this research project that is not returnable to the Principal 
Investigator (e.g., information stored on computer hard drive). 
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Research Transcriber 
 
____________________ ____________________ _______________ 
Name                                Signature                          Date 
 
Principal Investigator  
 
____________________ ____________________ _______________ 
Name                                Signature                          Date 
 
If you have any questions or concerns about this study please contact Meck Chongo on 
chongo@unbc.ca. Any complaints about the study can be directed to the Office of Research, 
UNBC at 250-960-6735 or www.unbc.ca/research/.  
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Appendix J: Group Agreement for Maintaining Confidentiality 
 
This form is intended to further ensure confidentiality of data obtained during the course of the 
study entitled “Experience Talks, Resilience Shapes - Revisiting historic trauma: Impact on 
treatment in Indigenous males living with HIV/AIDS in British Columbia”.  All parties 
involved in this research, including all focus group members, will be asked to read the 
following statement and sign their names indicating that they agree to comply. 
          I hereby affirm that I will not communicate or in any manner disclose publicly 
information discussed during the course of this focus group interview.  I agree not to 
talk about material relating to this study or interview with anyone outside my fellow 
focus group members and the researcher (or moderator). 
Name: ________________________________   Signature: ______________ 
 
Name: ________________________________   Signature: ______________ 
 
Name: ________________________________   Signature: ______________ 
 
Name: ________________________________   Signature: ______________ 
 
Name: ________________________________   Signature: ______________ 
 
Name: ________________________________   Signature: ______________ 
 
Name: ________________________________   Signature: ______________ 
 
Investigator’s signature:  _________________________ 
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Appendix K: Focus Group Consent Form 
 
 
 
THE UNIVERSITY OF NORTHERN BRITISH COLUMBIA 
Department of Community Health Sciences 
3333 University Way, Prince George, BC  
V2N 4Z9 
Tel: (250) 960-5363 
Fax: (250) 960-5744 
Website: www.unbc.ca 
 
Informed Consent Form for Focus Group Participants 
“Experience Talks, Resilience Shapes - Revisiting historic trauma: Impact on treatment in 
Indigenous males living with HIV/AIDS in British Columbia”. 
Research Supervisor:                                                     Principal Investigator: 
Henry Harder, PhD                                                       Meck Chongo, MBChB, MSc 
Associate Professor                                                       Health Sciences Program  
Health Sciences Programs                                             Email: chongo@unbc.ca 
Phone: (250) 960-6506 
Fax: (250) 960-5744 
Email: henry.harder@unbc.ca 
_____________________________________________________________________ 
You are being asked to participate in this study because we are interested in hearing about your 
experiences of historic trauma (HT) and how this affects your treatment on highly active anti-
retroviral therapy (HAART). You will be encouraged to provide examples of experiences that 
highlight both your challenges and successes in adhering to HAART. I am conducting this 
study in Vancouver, BC. By participating in this focus group, you have the opportunity to tell 
your story. You may take your time to make your decision about participating in this study and 
you may discuss it with your friends or family before you make your decision. This consent 
form may contain words that you do not understand. Please feel free to ask us to explain any 
words or information that you do not clearly understand.  
Study Purpose: The purpose of this study is to explore the impact of historic trauma (HT) on 
treatment in Indigenous males living with HIV and AIDS in British Columbia. This work and 
the anonymous information collected will be used by the principal investigator, Meck Chongo, 
  
273 
 
as part of his Doctoral dissertation, as well as to offer culturally-safe recommendations to better 
address HT, aimed at improving treatment-seeking behavior, adherence to treatment and 
reducing deaths due to HIV/AIDS.  
Study Methods: A quiet and secure office space has been secured at the VNHS clinic for use 
for the study. Your participation in this study will involve taking part in a 45-60 minute focus 
group discussion. The focus group will be audio-taped. You will be asked about your 
experiences of historic trauma and seeking and/ or receiving antiretroviral treatment, as well 
as some information about your age, education, and where you live. Guiding probes for 
questions will include the trauma as experienced by the subject within the contexts of culture, 
history, personality and relationships and, the individual’s resilience or vulnerability to cope 
with its impact. Your participation in this study is entirely voluntary. The decision to participate 
(or not) is totally up to you. You may choose at any time not to answer a question, change your 
responses, withdraw an answer, or stop the interview. Refusal or withdrawal from the study 
will in no way affect any treatment, clinical care, or support that you are currently receiving. 
If you wish to withdraw your participation from this study at any point, any information you 
provided will be withdrawn and securely destroyed. 
Risks and Benefits: You personally may not receive any direct benefits from taking part in 
this study. However, due to the sensitive nature of this topic, you may experience 
uncomfortable feelings or memories. This study may trigger Post Traumatic Stress Disorder 
(symptoms including re-experiencing symptoms of the event, avoidance, and hyper-arousal). 
PTSD can lead to depression, substance abuse, and these can ultimately lead to reduction in 
HAART adherence. Should this happen, you will be referred to a qualified social 
worker/counsellor (from within the VNHS) or a PTSD specialist for assistance. To reduce the 
risks, I encourage you to always seek support from close friends and family or otherwise 
professional help (provided within the VNHS clinic), and also to attend or be involved with 
local support groups before during and after the study. Your answers from this study will help 
me give recommendations to offer culturally-safe recommendations to better address HT, 
aimed at improving treatment-seeking behavior, adherence to treatment and reducing deaths 
due to HIV/AIDS..  
Summary list of the additional support services  
1) Qualified social worker/counsellor (from within the VNHS)  
2) PTSD specialist 
3) Any close friends and family  
4) Medical staff (from within the VNHS clinic) 
5) Local support groups (e.g., men’s group at VNHS) 
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Remuneration for Participation. At the end of the focus group discussion (or if the focus 
group is terminated prematurely), I would like to give you $20 gift voucher in appreciation of 
your time and participation in this study.   
Confidentiality: Information collected in this study is strictly confidential. Your identity will 
be kept strictly confidential. We will not release your name to anyone. As a researcher I 
promise confidentiality of information provided by participants, but for the Focus Group 
discussion, I can’t promise that the other participants will observe each other’s privacy. Audio-
tapes will be transcribed, anonymized, and securely locked in a filing cabinet at the Vancouver 
Native Health Society and computer files will be password protected. Your participation in this 
study may be used for the purposes of presentations and/or publications resulting from this 
study. No names or other unique identifiers will be included in the transcripts or used in any 
published report. 
“Your rights to privacy are also protected by the Freedom of Information and Protection of 
Privacy Act of British Columbia. Further details about this Act are available upon request.” 
(Freedom of Information and Protection of Privacy Act of British Columbia) 
Please note that, according to the BC Child, Family and Community Service Act, I have an 
obligation to report any child abuse or harm to the necessary authorities. 
Storage of Data: Tape recordings will be securely locked in a filing cabinet and kept for two 
years at the Vancouver Native Health Society after the study is completed and then the 
recordings will be destroyed. Interview transcripts, names, and contact information will be kept 
for three years after the completion of the study at which time the documents will be shredded 
and the electronic file deleted.   
For More Information: If you have any questions or desire further information during or after 
the study, please contact the principal investigator or research supervisor at the phone numbers 
listed above. If you have any concerns about your treatment or rights as a research subject, 
please contact the Office of Research in the UNBC at (250) 960 6735 or reb@unbc.ca. 
Do not sign this consent form unless you have taken a week to digest the information, had 
a chance to ask questions and have received satisfactory answers to all of your questions. 
By signing this consent form, you are agreeing to take part in this study, and acknowledge 
receipt of a copy of this consent form for your records.  
 
Statement of Consent 
 
To be completed by the Research Participant (Circle either YES or NO) 
Do you understand that you have been asked to be in a research 
study? 
   YES     NO 
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Have you read and received a copy of the attached information 
sheet? 
   YES     NO 
 
Do you understand that some of you actual words may be published 
in a written form? 
   YES     NO 
 
Do you understand the benefits and risks of the study?    YES     NO 
 
Do you know what resources you can access for supportive 
counseling?  
   YES     NO 
 
Have you had the opportunity to ask questions and discuss this 
study? 
   YES     NO 
 
Do you understand that you are free to refuse to participate or to 
withdraw from the study at any time?  
   YES     NO 
 
Has the issue of confidentiality been explained to you?     YES     NO 
 
Do you understand who will have access to the information you 
provide? 
 
   YES 
 
    NO 
Do you have any further questions?    YES     NO 
 
I consent to be involved in the following study procedures: (Check all that apply) 
 Focus Group 
 
By signing this consent form, I have not waived any of the legal rights that I have as a 
participant in a research study. 
 
Printed Name: _______________________________Date: _____________________ 
Signature: ____________________________________________________________ 
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Principle Investigator 
I, the undersigned, have fully explained the relevant details of this research study to the 
participant named above and believed that the participant has understood and has knowingly 
given their consent. 
Printed Name: _______________________________Date: _____________________ 
Signature: ____________________________________________________________ 
Role in the Study: ______________________________________________________ 
Would you like to receive a written summary of results of the study? 
 Yes 
 No  
 
If yes, please write down your contact information  
Name: 
Address: 
Phone number: 
Email: 
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Appendix L: Parent/Guardian Consent Form 
 
 
 
THE UNIVERSITY OF NORTHERN BRITISH COLUMBIA 
Department of Community Health Sciences 
3333 University Way, Prince George, BC  
V2N 4Z9 
Tel: (250) 960-5363 
Fax: (250) 960-5744 
Website: www.unbc.ca 
 
Informed Consent Form for Parent/Guardian to Participant 
“Experience Talks, Resilience Shapes - Revisiting historic trauma: Impact on treatment in 
Indigenous males living with HIV/AIDS in British Columbia”. 
Research Supervisor:                                                     Principal Investigator: 
Henry Harder, PhD                                                       Meck Chongo, MBChB, MSc 
Associate Professor                                                       Health Sciences Program  
Health Sciences Programs                                             Email: chongo@unbc.ca 
Phone: (250) 960-6506 
Fax: (250) 960-5744 
Email: henry.harder@unbc.ca 
_____________________________________________________________________ 
You child is being asked to participate in this study because we are interested in hearing about 
his experiences of historic trauma (HT) and how this affects his treatment on highly active anti-
retroviral therapy (HAART). He will be encouraged to provide examples of experiences that 
highlight both his challenges and successes in adhering to HAART. I am conducting this study 
in Vancouver, BC. By participating in this interview/ focus group, he will have the opportunity 
to tell his story. You may take your time to make your decision about his participation in this 
study and you may discuss it with your friends or family before you make your decision. This 
consent form may contain words that you do not understand. Please feel free to ask us to 
explain any words or information that you do not clearly understand.  
Study Purpose: The purpose of this study is to explore the impact of historic trauma (HT) on 
treatment in Indigenous males living with HIV and AIDS in British Columbia. This work and 
the anonymous information collected will be used by the principal investigator, Meck Chongo, 
  
278 
 
as part of his Doctoral dissertation, as well as to offer culturally-safe recommendations to better 
address HT, aimed at improving treatment-seeking behavior, adherence to treatment and 
reducing deaths due to HIV/AIDS.  
Study Methods: A quiet and secure office space has been secured at the VNHS clinic for use 
for the study. Your child’s participation in this study will involve taking part in two 45-60 
minute interviews. In the second interview the Life Story Board, a visual representation of 
one’s life story, will be used to help him externalize & reflect on memories & feelings. Each 
interview will be audio-taped. He will also be asked about your experiences of historic trauma 
and seeking and/ or receiving antiretroviral treatment, as well as some information about his 
age, education, and where he lives. His participation in this study is entirely voluntary. He may 
choose at any time not to answer a question, change his responses, withdraw an answer, or stop 
the interview. Refusal or withdrawal from the study will in no way affect any treatment, clinical 
care, or support that he is currently receiving. If he wishes to withdraw his participation from 
this study at any point, any information he provided will be withdrawn and securely destroyed. 
Risks and Benefits: He personally may not receive any direct benefits from taking part in this 
study. However, due to the sensitive nature of this topic, he may experience uncomfortable 
feelings or memories. This study may trigger Post Traumatic Stress Disorder (symptoms 
including re-experiencing symptoms of the event, avoidance, and hyper-arousal). PTSD can 
lead to depression, substance abuse, and these can ultimately lead to reduction in HAART 
adherence. Should this happen, he will be referred to a qualified social worker/counsellor (from 
within the VNHS) or a PTSD specialist for assistance. To reduce the risks, I encourage him to 
always seek support from close friends and family or otherwise professional help (provided 
within the VNHS clinic), and also to attend or be involved with local support groups before 
during and after the study. His answers from this study will help me give recommendations to 
offer culturally-safe recommendations to better address HT, aimed at improving treatment-
seeking behavior, adherence to treatment and reducing deaths due to HIV/AIDS..  
Summary list of the additional support services  
1) Qualified social worker/counsellor (from within the VNHS)  
2) PTSD specialist 
3) Any close friends and family  
4) Medical staff (from within the VNHS clinic) 
5) Local support groups (e.g., men’s group at VNHS) 
 
Remuneration for Participation. At the end of the interview (or if the interview is terminated 
prematurely) and/ or focus group discussion, I would like to give him $20 gift voucher in 
appreciation of his time and participation in this study.   
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Confidentiality: Information collected in this study is strictly confidential. His identity will 
be kept strictly confidential. We will not release his name to anyone. As a researcher I promise 
confidentiality of information provided by participants, but for the Focus Group discussion, I 
can’t promise that the other participants will observe each other’s privacy. Audio-tapes will be 
transcribed, anonymized, and securely locked in a filing cabinet at the Vancouver Native 
Health Society and computer files will be password protected. His participation in this study 
may be used for the purposes of presentations and/or publications resulting from this study. No 
names or other unique identifiers will be included in the transcripts or used in any published 
report. 
“Your rights to privacy are also protected by the Freedom of Information and Protection of 
Privacy Act of British Columbia. Further details about this Act are available upon request.” 
(Freedom of Information and Protection of Privacy Act of British Columbia) 
Please note that, according to the BC Child, Family and Community Service Act, I have an 
obligation to report any child abuse or harm to the necessary authorities. 
Storage of Data: Tape recordings will be securely locked in a filing cabinet and kept for two 
years at the Vancouver Native Health Society after the study is completed and then the 
recordings will be destroyed. Interview transcripts, names, and contact information will be kept 
for three years after the completion of the study at which time the documents will be shredded 
and the electronic file deleted.  
For More Information: If you have any questions or desire further information during or after 
the study, please contact the principal investigator or research supervisor at the phone numbers 
listed above. If you have any concerns about your treatment or rights as a research subject, 
please contact the Office of Research in the UNBC at (250) 960 6735 or reb@unbc.ca. 
Do not sign this consent form unless you have taken a week to digest the information, had 
a chance to ask questions and have received satisfactory answers to all of your questions. 
By signing this consent form, you are agreeing that your child will take part in this study, and 
acknowledge receipt of a copy of this consent form for your records.  
 
Statement of Consent 
 
To be completed by the Parent/Guardian of Research Participant (Circle either YES or NO) 
Do you understand that your child has been asked to be in a 
research study? 
   YES     NO 
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Have you read and received a copy of the attached information 
sheet? 
   YES     NO 
 
Do you understand that some of his actual words may be published 
in a written form? 
   YES     NO 
 
Do you understand the benefits and risks of the study?    YES     NO 
 
Do you know what resources you can access for supportive 
counseling?  
   YES     NO 
 
Have you had the opportunity to ask questions and discuss this 
study? 
   YES     NO 
 
Do you understand that you are free to refuse participation or to 
withdraw from the study at any time?  
   YES     NO 
 
Has the issue of confidentiality been explained to you?     YES     NO 
 
Do you understand who will have access to the information you 
provide? 
 
   YES 
 
    NO 
Do you have any further questions?    YES     NO 
 
I consent for my child to be involved in the following study procedures: (Check all that 
apply) 
 Interview 
 
 Focus group 
 
By signing this consent form, I have not waived any of the legal rights that my child may have 
as a participant in a research study. 
 
Printed Name: _______________________________Date: _____________________ 
Signature: ____________________________________________________________ 
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Principle Investigator 
I, the undersigned, have fully explained the relevant details of this research study to the 
Parent/Guardian named above and believed that the Parent/Guardian has understood and has 
knowingly given their consent. 
Printed Name: _______________________________Date: _____________________ 
Signature: ____________________________________________________________ 
Role in the Study: ______________________________________________________ 
Would you like to receive a written summary of results of the study? 
 Yes 
 No  
 
If yes, please write down your contact information  
Name: 
Address: 
Phone number: 
Email: 
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Appendix M: Life Story Board Guide 
 
 
 
LIFE STORY BOARD QUESTIONS:  
 
Life Story Board (LSB) protocol. The LSB is a magnet-receptive board with sets of cards, 
markers & notation system to ‘translate’ narrative, life story into a ‘lifescape’ in a process of 
co-construction. The researcher determines which sets of elements to use in a session based on 
survivor’s age, setting, etc. Elements can be introduced in a methodical directive way, or 
spontaneously in response to the narrative as it unfolds. The researcher guides the session & 
the trauma survivor tells & reconstructs the story. Both researcher & survivor add pieces 
according to what they are co-constructing. The survivor reflects on his life, as projected on to 
the LSB, thereby visualizing the scene from outside, & the researcher facilitates reconstruction 
of survivor’s life story. 
The survivor owns their story & can tell it from their perspective. There is no need to stick to 
a predetermined format. The story unfolds in a natural, organic style by gradually adding 
pieces. The survivor can always circle back to something as their comfort level & sense of 
ownership of their lifescape grows. The ‘Blank Access’ nature of other markers allows the 
survivor to use their own vernacular & symbology. 
 
Introduction 
1) How are you?  
 
- Please, tell me a bit about yourself.  
 
2) Where are you from? 
 
- How do you identify your heritage/ from where do you trace your origin?  
 
Adherence  
1) What do you think about Highly Active Anti-retroviral Therapy (HAART) /Anti-
retrovirals (ARVs)/ HIV medications? 
 
2) What is your experience with/ how long have you been on HAART/ARVs?  
 
3) How are you managing to take your medication (adhere to HAART) / what helps you 
take your medications? 
 
Historic Trauma 
1) Did you attend a Residential School?  
 
- If yes, for how long?  
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2) Explain your unique personal experience of Historic Trauma (HT)? 
Researcher to provide cues of protective and negative factors from life periods:  
a) Childhood (food, shelter, parental care),  
b) Adolescence (learned values, decision-making, education, peer influence and 
experimentation, school/home experience, friends, interests),  
c) Adulthood (learning skills and work adaptation, marriage, fatherhood 
preparedness, financial independence, physical fitness, social connections). 
 
3) Do you believe that this Residential School experience has affected your health?  
 
- How or why has it affected your health? 
 
Resilience 
15) What do you understand by the term ‘resilience’? 
 
16) What role do you think your resilience (your strength or assets) to HT plays in the 
treatment of HIV/AIDS:  
 
- With respect to HAART?  
- With respect to how you live well with HIV in general? 
17) What do you think contributes to one being resilient with respect to adhering to 
HAART? 
Researcher to provide additional cues to explore protective factors (and mechanism) at 
the following levels:  
a) Individual level: positive temperament, sociability, intelligence, communication 
skills, personal attributes, psychological well-being as resilient self-perception; 
self-acceptance, positive relations with others, autonomy, purpose in life, 
environmental mastery. 
b) Family level: supportive families, material resources. 
c) Community level: school experiences, supportive communities, cultural resources 
and beliefs. 
18) Do you have any other comments about your HIV/AIDS care, treatment or support 
services? 
 
19) Do you have any questions about the study 
 
 
